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Functioning ovary in a woman of childbearing age. 


CONCERNING 


VALLESTRIL 


NEW “PREFERENTIALLY INDICATED’ ESTROGEN 
WITH GREATLY LOWERED INCIDENCE OF 
WITHDRAWAL BLEEDING 


A definite contribution to the field of estrogenic 
therapy is offered in Vallestril.* 


In a recent controlled clinical study covering a 
period of two years, Sturnick and Gargill! reached 
these conclusions: 


Vallestril “‘is an effective synthetic estrogen that 
: is singularly free from toxic effects and complica- 
d tions, especially uterine bleeding. . . . Clinically, it 
quickly controls menopausal symptoms, ... .” 

Vallestril is available in scored tablets of 3 mg. 
For treatment of the physiologic or artificial meno- 
pause: 3 mg. (one tablet) twice daily for two weeks, 
then a maintenance dose of one tablet daily for an 
additional month or as long as continued admin- 
istration is required. 


SEARLE 


Research in the Service of Medicine 
*Trademark of G. D. Searle & Co. 


1. Sturnick, M. I., and Gargill, S. L.: Clinical Assay of a New 
Synthetic Estrogen: Vallestril, New England J. Med. 247:829, 1952. 
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Provides Bonofits up to. . 


$5000. ACCIDENTAL DEATH AND DISMEMBERMENT 


$100. PER WEEK FOR TOTAL LOSS OF TIME as 
the result of either Sickness or Accident. 

$15. DAILY HOSPITALIZATION for up to 90 days 
as the result of either Sickness or Accident. 


Plus... 


Optional 5 Year Sickness Coverage 

No réduction in benefits because of other 
insurance 

Full benefits to age 70 at same cost 
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oral penicillin PERMAPEN 
which can ORAL SUSPENSION 
be given 

Palatable, easy-to-take peach-flavore:| 
Permapen Oral Suspension will maintai 
constant demonstrable blood levels « / 
penicillin in most patients when just o1 
teaspoonful is given every eight hour . 
These blood levels are independent of th - 
relation of dosage to meals — in faci. 
Permapen may be given with meals witl:- 
out loss of efficacy. 


with meals 


Supplied: 2 fl. oz. bottles, 300,000 unit: 


per 5 ce. teaspoonful. 


ermapen 


(BRAND OF DIBENZYLETHYLENEDIAMINE DIPENICILLIN G) 


intramuscular PERMAPEN 

penicillin AQUEOUS SUSPENSION 

“which gives 

Free-flowing, easy-to-give Permapen 

Aqueous Suspension can eliminate the 

blood levels Streptococcus carrier state in most rheu- 
matic fever patients because just one 
injection will produce demonstrable blood 
levels in almost all patients for 14 days 
or longer—levels prolonged far beyond 
those attainable with other penicillin 
compounds. 


“most prolonged 


Supplied: In sterile, single-dose dispos- 
able Steraject* cartridges, 
600,000 units each, with foil- 
wrapped, sterile needle. 


# TRADEMARK, CHAS. PFIZER & CO., INC 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO.. INC. 
BROOKLYN 6. N.Y. 
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GAMMA GLOBULIN FOR MEASLES 

The demonstration of protection against polio- 
myelitis by gamma globulin in the studies of 
Hammon and his co-workers will undoubtedly 
create a demand for this biologic material be- 
yond any immediate hope of fulfillment. Sup- 
plies of gamma globulin from all sources are 
extremely inadequate to meet what is expected 
to be an unprecedented demand for the material 
if it is to be used in the prophylaxis against the 
three diseases for which a definite usefulness has 
been shown — measles, infectious hepatitis and 
poliomyelitis. Certainly the total supply is but 
an infinitesimal portion of what would be re- 
quired to protect the entire child population at 
greatest risk of infection throughout the polio 
season. The best estimates reveal that available 
globulin will be sufficient to reduce poliomyelitis 
incidence by a mere 3% this year, and then 
only by the most judicious use of the material. 

Recognizing the need for equitable distribu- 
tion of a“product which is in short supply, the 
control of distribution has been placed in the 
National Office of Defense Mobilization. The 
American Red Cross is enlarging its Blood Pro- 
gram to meet the demand in part. The Na- 
tional Foundation for Infantile Paralysis has 
purchased the entire commercial supply and will 
continue to purchase all future supplies. Both 
agencies have transferred control of distribution 
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to the O.D.M. and, assisted by panels of experts 
representing the medical profession and the 
State health authorities, the O.D.M. is working 
out the details of distribution for poliomyelitis 
prophylaxis. The system to be evolved will be 
predicated upon reporting of clinically diag- 
nosed cases of poliomyelitis and allocations made 
according to 5-year averages of reported in- 
cidence of the disease in the respective states. 
Kmergency and epidemic situations will not be 
overlooked and a reserve pool will be provided 
for this purpose. Plans are being completed 
which will recognize practical methods of: dis- 
tribution for those situations in which the great- 
est amount of protection will be available for 
the greatest number within the limits of supply. 
Such plans will undoubtedly consider susceptible 
groups at greatest risk for whom the greatest 
efficiency of protection may be achieved. 

Since the value of gamma globulin has been 
adequately demonstrated in the prophylaxis of 
measles and infectious hepatitis, the Office of 
Defense Mobilization has anticipated such needs 
by setting aside a portion of the available glo- 
bulin for this purpose. Currently the Illinois 
Department of Public Health is receiving por- 
tions of its allotment for this purpose. Alloca- 
tions of globulin for measles and infectious 
hepatitis are based on the 5-year averages of 
reports. of these diseases in the state. To con- 
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serve the limited supply and provide for judi- 
cious use, distribution is limited to intimate sus- 
ceptible child contacts of the reported case, Full- 
time city and county health departments, as 
well as regional offices of the Illinois Depart- 
ment of Public Health, have been provided small 
supplies of the biologic and physicians may ob- 
tain gamma globulin by contacting these agen- 
cies directly. Gamma globulin will be released 
when the physician provides his full-time health 
department or the regional office with the names 
of the measles or infectious hepatitis cases and 
a listing of the intimate child contacts for whom 
the globulin is intended. Physicians too far 
removed from any of these offices may request 
globulin from the Division of Preventive Med- 
icine of the Illinois Department of Public 
Health in Springfield furnishing the same in- 
formation required above. 

There is every reason to believe that the glo- 
bulin supply for measles will be adequate if use 
is limited to proven indications. Gamma glo- 
bulin has no value in the treatment of measles 
and will not be distributed for this purpose. The 
vast majority (over 9090) of adults have had 
the disease and have acquired lasting immunity 
so that globulin will not be distributed for pro- 
phylaxis in adults. Gamma globulin will prob- 
ably not alter the course of measles once the 
disease has set in, so that globulin will not be 
distributed for this purpose.~ ~ 

The most practical application of gamma glo- 
bulin in measles is for prevention or modifica- 
tion following definite exposure of susceptible 
children, provided it is given within the first 
week of the incubation period. 

Indications for Prevention of Measles: 

1. In the very young — under 3 years of age 
— to obviate bronchopneumonic complications. 

2. In older children already ill with other 
diseases — to prevent further aggravation of the 
illness by measles. 

(Dosage is usually 5 times that required for 
modification — 0.10 to 0.125 ce per lb. of body 
weight — early in incubation period.) 
Modification of Measles: 

1. Children over 3 years of age — to prevent 
complications. 

2. In younger children when administration 
of globulin for complete prevention cannot be 
accomplished until late in the incubation pe- 


riod, (Dosage is 0.02 to 0.025 ce per Ih, of 
body weight.) 

Modification of the attack does not interfey 
with the development of lasting immunity. [p. 
jection of gamma globulin in preventive dose; 
provides temporary passive immunity only fo 
a period of 4 to 6 weeks. 


AILMENTS OF HOUSEWIVES 

Housework is the most common occupation of 
all and the housewife is a frequent visitor to 
the office of the physician. Her complaints vary 
but at the head of the list we find backache, tired 
arms and feet, nervousness, insomnia, vuaricose 
veins, and gynecologic disturbances. How often 
are these symptoms occupational? Wher they 
are, can we help by delving carefully into her 
history to uncover the basic cause? 

It might help to know how many hours she 
spends on her tired feet and whether she has 
help with the heavy work or does everything 
herself including floors and windows. Is her 
kitchen modernized and the tables, sink, and 
store arranged for maximum efficiency? What 
about automatic equipment such as dishwashers | 
and washing machines? If she has all the 
time and labor saving devices, lack of organiza- 
tion may spell the difference between feeling 
well and below par. 

The housewife also has a number of psychic 
problems that require more attention than mere- 
ly prescribing a sedative or telling her to “for 
get it” or “get out of the house more often.” 
It is difficult to control the nervous system when 
the woman is overworked, fatigued, lonely, or 
threatened with insecurity. Lack of apprecia- 
tion is one of the most common basic origins 
of psychological reactions. ‘This was evident 
at the Vichy meeting of the Medical Woman's 
International Association, where a symposium 
was held on the medical aspects of housework. 
It was the consensus that housework itself led 
to no particular symptoms except those con- 
cerned with overfatigue, nervous strain, and 
feelings of inferiority. ‘The Congress suggested 
better household facilities and education for the 
job as well as more recreation for homemakers. 
But above all it stressed the fact that many wom- 
en believed these factors were less important 
than was more appreciation for their drudger® 
Husbands, please take notice. 

A questionnaire was sent out by this group to 
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women in several countries to compare the liv- 


ing and working conditions of married profes- 
jjonal women With those of married women on 


farms »nd in textile factories in towns, all of 
yhom had at least two children. We can be 
proud of our women physicians. 


They were 
able to maintain their health even though they 
averaged 16 hours a week on housework in ad- 
dition to their practice. They were better or- 
ganize. and budgeted their time efficiently. The 
report showed also they took better care of their 
health than the nonprofessionals and their out- 
side work gave them a sense of achievement not 
obtained by the puttering housewife. The ma- 
jority in this group had domestic help and 
much «lectrical equipment and gadgets to light- 
en household duties. 


DOCTOR, YOUR NAME AND 
SUBJECTS PLEASE 

The Scientific Service Committee of the IIli- 
nois State Medical Society has been authorized 
by the Council to revise the List of Speakers 
available to county medical societies. 

All physicians wishing to be included are 
urged to send in their names together with a 
list of the subjects for which they would be 
available. In instances where physicians are 
not connected with a teaching position at a 
medical school, the hospital staff affiliation 
should be included. Mention should also be 
made of the type of slide used in talks, and 
titles of movies if available. 

The List of Speakers has not been revised 
since 1947. In 1950 a mimeographed Supple- 
mentary List was assembled, but the Scientific 
Service Committee hopes to compile a new and 
timely booklet which will include the advances 
made in the last few years. 

Plans are to enlist the aid of every county 
society in submitting names of physicians who 
wish to particpate in the activities of the Scien- 
tific Service Committee. 

Physicians individually are urged to submit 
their names directly to Dr. Louis R. Limarzi, 
Chairman of the Scientific Service Committee, 
Illinois State Medical Society, 185 North 
Wabash Avenue, Chicago 1, Room 801. 


The need for hospital beds for the tuberculous cannot 
be reduced but we will see more patients treated in 
general hospitals. John H. Skavlem, M.D., The W. 
Va. Med. J., Dec., 1952. 
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PERTINENT COMMENTS ON THE 


PRACTICE OF MEDICINE A 
CENTURY AGO 


Dr. David J. Davis, Permanent Medical 
Historian, Illinois State Medical Society 


A concise and lucid statement concerning the 
status of medical practice of a century ago was 
written at a time just before the Civil War by 
a writer of note, a Dr. Nichols who had travelled 
widely over most of the region of the United 
States east of the Mississippi River, including 
the Illini country. (Forty years of American 
life (1821-1861) by T. L. Nichols, M.D.) 

Following is a series of his pertinent com- 
ments on the medicine in this region, given in 
substance or in his own words. 

“The medical profession in America bears the 
evils of haste and irregularity incident to so 
many of its institutions. It is a country of many 
and violent diseases. Large portions of the 
newly settled country, and some of the oldest 
as well, are full of the malaria that causes inter- 
mittent fever. In the West and Southwest there 
are in swamp and bottom lands worse malaria, 
causing violent bilious fevers. The cities and 
villages of the south, unless guarded by rigid 
quarantine, are subject to yellow fever — the 
terrible vomito of the West Indies and Mexico. 
The north, with its cold winters, has multitudes 
of cases of rheumatism. Childen die in great 
numbers, in towns of cholera infantum, and 
everywhere of scarlatina and measles. Con- 
tinued and typhoid fevers are common. 

The Americans, who do everything in a hurry, 
educate their doctors accordingly. In some 
states a student is required to read three years 
under some regular physician and to attend, 
during this period, two courses of lectures. But 
if he pays his fees, exhibits a certificate of his 
study period and passes a hasty examination he 
receives his Medical Diploma. He has full 
authority to bleed and blister, set broken bones 
and cut off limbs. But in most states there is 
no need of this authorization. Any one may 
practice medicine who chooses to do so. No 
diploma is needed and no license required. This 
is the American idea of “free trade and no 
monopoly”. 

There are no medical men as distinguished 
from Doctors. Also there is no distinction as 
a rule between Physicians and Surgeons. All 
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practice medicine, surgery and midwifery. This 
is necessary in a sparsely settled country. In 
the large towns a few doctors have adopted a 
specialty. 

Also there are*physicians of every school. 
There are allopaths of every class in allopathy ; 
homeopaths of high and low dilutions; hydro- 
paths, mild and heroic; chronothermalists, 
Thomsonians, mesmerists, herbalists, Indian 
doctors, clairvoyants, spiritualists with healing 
gifts, etc., etc. 

The result of so many various systems and no- 
systems is that thousands of young men are sent 
out to doctor their unfortunate countrymen; to 
kill or to cure or it would be safer to say to kill 
or not to kill according to their good luck, rather 
than to their science and skill. 


This want of any science or established prac- 
tice in medicine has the natural effect of un- 
dermining the confidence of the public in all 
systems and pathies, leaving them a prey to the 
most vulgar, mercenary and barefaced quacker- 
ies. The consequence is that the shops of drug- 
gists and general dealers are filled with quack 
or so-called patent medicines and nostrums. 
The newspapers are filled with their advertise- 
ments. Fortunes are made by the manufac- 
ture of sarsaparilla, pills, catholicons, bitters, 
cough elixers, cures for consumption, etc. The 
box of pills that costs a penny is sold for a quar- 
ter. The decoction which would be dear at 5 
cents sells for a dollar. The consumptives are 
dosed with preparations of opium and: dyspeptics 
find present relief in bitters whose effects are 
chiefly attributable to the stimulation of whiskey. 
One can scarcely conceive. of an honorable pro- 
fession reduced to a lower ebb than that of medi- 
cine in the United States. 

While medical science is in this chaotic con- 
dition in America, hygienic or sanitary science 
is generally neglected. A thoroughly educated 
united philanthropic profession, aided by state 
governments, might do much for health in 
America.” 

From time to time it is well for the profession 
to remind itself of the almost incomprehensible 
progress made during the past century in medi- 
cine; a progress which stands in such amazing 
contrast to the hodgepodge of theories and prac- 
tice as set forth above by one of its own members. 


Perhaps he was too severe with his colleagues 
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of that-day period, for many of them labored 
hard and long to improve the science of medicine 
and to alleviate pain and suffering. Most of 
them did the best they knew how under the con. 
ditions. That is all we can do today. The main 
difference lies in the fact that we have far more 
of the “know how” at present. 


SOCIETY OF ILLINOIS BACTERI- 
OLOGISTS WILL HONOR 
DR. SHAUGHNESSEY 


The Society of Illinois Bacteriologists, Ine, 
conferred its sixth annual award for outstanding 
contributions to the science of bacteriology on 
Doctor Howard John Shaughnessey, Director of 
Illinois State Public Health Laboratories, Chi- 
cago, Illinois. The award was presented to Doe- 
tor Shaughnessey at a meeting of the Socicty on 
Saturday, May 16, at the Edgewater Beach 
Hotel. 

Dr. Shaughnessey is well known throughout 
the United States for his contributions in Bac- 
teriology and Public Health. He was bom 
August 26, 1899 in Northampton, Mass. He 
was with the A.E.F. in France in 1918-1919. 
He attended Massachusetts State College and 
received a B.Sc. degree in 1922. In 1926 Yale 
conferred a Ph.D. degree on Dr. Shaughnessey. 
From 1922 to 1926 he was an Instructor in 
Bacteriology at Yale. In 1927 he became in- 
structor in Bacteriology and Hygiene at the 
University of Chicago. He also directed research 
at the University of Chicago on Infantile Paral- 
ysis under a grant from the International Com- 
mission for the Study of Infantile Paralysis 
from 1927-1930. From 1927-1929 he directed 
an investigation of school ventilation in the 
Chicago area for the New York Commission on 
Ventilation. He was a National Research Fel- 
low 1926-1927. He became Chief, Division of 
Laboratories, Illinois State Department of 
Health in August 1930 until July 1937. From 
1931 to 1937 he was also Assistant Professor 
of Bacteriology and Public Health at the Uni- 
versity of Illinois, College of Medicine. In 1937 

he accepted an Associate Professorship in Bac- 
teriology and Public Health at the University 
of Colorado, School of Medicine. He returned 


in 1938 to Ilinois and from that date to the 
present time has been Chief and Dirfector of 
Laboratories, 


Illinois State Department of 
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Health, in Chicago. He has also been Professor 
and Head of the Department of Public Health, 
University of Illinois, College of Medicine since 
1950. On his return to Chicago in 1938 he 
lectured on Bacteriology and Public Health at 
Loyola University, School of Medicine, 1938-39, 
and was Assistant Professor of Bacteriology at 
Northwestern University Medical School, 1939- 
1943, and Associate Professor in Bacteriology 
and Public Health, University of Illinois, Col- 
lege of Medicine 1943-1947 and Professor 1947- 
1950. 

Dr. Shaughnessey is a member of the Medical 
Advisory Commission, Chieago-Cook County 
Health Survey and Chairman of the Technical 
Cominission on Preventive Medicine. He is a 
Fellow of the American Public Health Associa- 
tion and the Chicago Institute, of Medicine. He 
is a member of the Society for Experimental 
Biology and Medicine and the American Asso- 
ciation for the Advancement of Science. Dr. 
Shaughnessey served as the first Secretary for 
the Society of Illinois Bacteriologists from 1935 
to 1937 and as President from 1946 to 1947. He 
is a member of the Society of American Bacteri- 
ologists and serving as the Councilor from the 
Illinois Branch 1952-1954. He is a member of 
the Ilinois Public Health Association and an 
Executive Councilor, he has also served as its 
Vice-President and Representative to the Amer- 
ican Public Health Association. He was Sec- 
retary-Treasurer of State and Provincial Public 
Health Laboratory Directors. He belongs to the 
Colorado Neurological Society and the Spring- 
field, Illinois Medical Club. He is a member of 
Phi Kappa Phi, Alpha Sigma Phi and Sigma Xi. 
He belongs to the City Club and the Yale Club 
of Chicago. 

Dr. Shaughnessey is the author of numerous 
publications on Bacteriology, Physical Chemistry 
of Bacteria, Infantile Paralysis and other virus 
diseases, Public Health Bacteriology and Staphy- 
lococeus Food Poisoning. 

His home is at 657 Forest Avenue, Glen Ellyn. 
He married G. Myrtel Heck, Dec. 12, 1919 and 
is the father of three sons, Howard John Jr., 
Bruce Arnold and Winslow Morse. 

The Society of Illinois Bacteriologists, Inc. is 
composed of 750 members in the State of Illi- 
nois, and includes nearly every professional bac- 
teriologist in the state. It was organized in 
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1935 as a branch of the national organization 
known as the Society of American Bacteriolo- 
gists. 

The purpose of the Society’s Award is to give 
public recognition to some bacteriologist resid- 
ing in the middle west who has made an out- 
standing contribution to the science of bacteri- 
ology. The award was inaugurated in 1948 and 
will continue to be given once every year in 
the future. 


PUBLIC RELATIONS 


In a talk on public relations for lawyers, Judge 
Julius J. Hoffman made the statement: “You, 
in your future practice, can do something much 
more fundamental. The best public relations 
do not emanate from press releases but from the 
behavior of individuals. 'The best public rela- 
tions man for the legal profession is the honest, 
intelligent, civic minded lawyer. It is not 
enough for lawyers to publicize a code of ethics 
if they violate it or condone violations. It is not 
enough to cite examples of benefactions and pub- 
lic service if the legal profession does not at 
the same time make the greatest effort to eradi- 
cate abuses and public disservice.” 

This is good public relations in a nutshell and 
is as applicable to the medical as to the legal 
profession. Every individual physician does pub- 
lic relations work every day. What he does or 
says is either helping or tearing down the pro- 
fession. Some physicians have grasped the 
meaning of public relations and act accordingly ; 
others are always walking into traps or do foolish 
things at the most inopportune times. The ac- 
tions of a few reek of sabotage. One of the 
chief arguments against the medical profession 
is that their charges are too high. Labor organi- 
zations are particularly vehement on this point 
yet at the recent Congress of Industrial Health 
in Chicago, a CIO labor leader told of a recent 
experience of two employees in their Denver 
office. Both had children in need of tonsillec- 
tomy and adenoidectomy. One employee who con- 
sulted a surgeon about the cost was asked whether 
he carried health insurance. He said he did 
and that $60 was allowed for the operation. 
The surgeon then said: “This is my fee but 
vince you have insurance I'll charge you $20 
more.” The other union empleyee saw the same 
surgeon but informed him that he had no in- 
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He was charged $60. 


The employee 
discovered later that he did have insurance and 
being honest, told the Denver surgeon of his 


surance. 


mistake. He was told: “In the circumstances 


it will be $20 more.” 

Only a handful of physicians are guilty of 
padding the bill but the few make a bad impres- 
sion. The two instances mentioned, for exam- 
ple, are cited at CIO meetings throughout the 
country. Most physicians may not realize that 
health and surgical insurance is devised to help 
the patient pay his bills. It is a contract between 
patient and the insurance company, not a method 
by which the surgeon is justified in charging 
more. Set the fee and let the insurance take 
care of itself. If this is not done the very 
plans that keep us out of socialized medicine — 
that is, voluntary health insurance — will back- 
fire and may become the wedge that leads us into 
state medicine. 

It is an ironical situation that in these times 
when we have made more medical_advances than 
in all preceding periods of recorded history, we 
are witnessing deterioration in the friendly and 
trusting attitude of the public toward the medi- 
cal profession. But we should not become too 
alarmed because suspicion and resentment of 
authority in almost every field of endeavor is 
so general. The old order is being changed; 
everything is subject to question and nothing is 
sacred. This attitude is noted“in the «family, 
in religion, in business, and in government. 
Apparently it is part of the worldwide attempt 
to create social reforms. 

Many individuals are beginning to classify 
medical care as an inalienable right along with 
educational opportunities, food, clothing, and 
shelter. So far, the medical profession has been 
able to forestall bureaucrats who advocate com- 
pulsory health insurance. The success of this 
program will depend upon the ability of the 
medical profession to sell itself to the public. 

According to Dr. John IT. T. Hundley the 
public recognizes and resents the following sore 
spots within the medical profession : 

1. Failure to. take a personal interest in the 
patient and his family. 

2. The development of professional false pride. 


3. A tendency to place an excessive monetary 
valuation on services rendered by the medical 
profession. 


4: An offtimes selfish interpretation of the 
principles of medical ethics. 

5. Failure to accept as a professional responsi. 
bility the acquisition and maintenance of the 
skill and scientific capabilities of our members, 

6. Failure to denounce professionally and dis. 
cipline the chisellers, the blacksheep, and the dis. 
honest members of our profession. 

7. Lip service rather than clear-cut and defi- 
nite acceptance of the ideal of medicine as a 
service profession. 

These problems cannot be solved by your medi- 
cal society. They require your personal atten- 
tion. 


THE LAST DAYS OF THE 
CANCER PATIENT 


Dr. Charles S.-Cameron, Medical and Scien- 
tifie Director of the American Cancer Society, 
reminds us that at any time in this country 
there are 32,300 persons dying of terminal can- 
cer. These cases are unpredictable and bizarre 
and present varied problems which are time 
consuming and not always pleasant. In most 
instances the patient has not been told the diag- 
nosis and the family is prepared for a long and 
distressing siege. So far as the family is con- 
cerned, “nothing is too good” and the physician 
can expect — and rightly so —- many unneces- 
sary calls and unusual requests. ~ 

According to Dr. Cameron, the attitude of the 
physician in caring for these sufferers fits into 
one of the following patterns: 

Some physicians are reticent, introverted, and 
depressed when calling on these patients. This 
state of mind brings gloom to the profesional 
team (nurses, technicians, and dietitians) who 
share in the care of the patient. Others dismiss 
their lack of interest and resourcefulness by 
shrugging the shoulders as if to say, “There is 
nothing I can do and it is unfair of me to come 
day after day and take vour money.” 

The third type is more kind, sympathetic, and 
cheerful. He may have little scientific or in- 
tellectual interest but tries to make up for his 
technical inadequacies by relying upon his per- 
sonality. This is fine while it lasts but most 
patients with cancer, who find it harder to bear 
¢ach day, soon conclude that this daily 10 minute 
interval of optimism and encouragement is hard- 

h enough salve for the remaining 24 hours of 
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distress. ‘Then there is the stern type of physi- 
cian who believes in honesty and frankness and 
feels that the major problems in terminal cancer 
can be overcome by telling the patient the brutal 
truth, Such men often do as much harm as 
good and although there is a growing tendency 
for physicians to take this attitude, it is diffi- 
cult to know what is right in the circumstances. 
Perhaps each patient and each physician is an 
individual problem along this line. 

Th» more thoughtful, studious physician is 
ideal. He is considerate and understanding and 
gives the impression that he wants to visit the 
patie't. He treats each new difficulty as nothing 
more than a nuisance which needs to be relieved. 
He is confident he can improve practically any 
situation until the moment of death and believes 
that while there is life there is hope. ‘This 
physician always offers something to smooth out 
the rough places; he knows eight different ways 
to make the menus more appetizing and five 
methods of keeping the patient’s room free of 
odors from fecal drainage. He makes good use 
of analgesies, narcotics, and hypnotics which of- 
fer him a means of counteracting pain for months 
and months. He favors occupational therapy as 
a means of converting a dreary, bored existence 
into a reasonable facsimile of interested, inte- 
grated living. He will not give up. 

Nowadays physicians have many new palliative 
agents for pain. Surgical nerve resectioning 
procedures such as prefrontal lobotomy, chordot- 
omy, rhizotomy, and nerve injections have their 
place in selected cases. Dependence on mor- 
phine is not always necessary because there are 
a dozen drugs available that can be used in suc- 
cession and in graded amounts in order to avoid 
the sledge hammer effect of morphine sulfate. 
In many instances, pain in cancer is caused by 
infection which can be controlled with ensuing 
relief of pain. Radioisotopes, while not living 
up to the hopes expressed for them five years ago, 
are the treatment of choice in some malignancies. 
X-ray therapy also may prove beneficial. ‘The 
psychiatrist and clergyman give some individuals 
help which no amount of medical maneuvering 
can and the physician should offer every en- 
couragement along this line. 


MEDICAL SOCIETY ACTIVITIES 


The Medical Society of the County of New 
York is making an attempt to serve better the 
public, their membership, and medical education. 
Service to the public includes the Doctors Emer- 
gency Service, which has handled many thou- 
sands of emergency calls on a 24 hour basis 
throughout the year. They are geared to deliver 
a physician in a matter of minutes after receiving 
a call of distress from their district at any hour. 
In this way they have overcome effectively the 
criticism: “You never can get a doctor when 
you need one.” This is only part of the work. 
They also keep records compiled by the attending 
physician on diagnosis and disposition of each 
emergency case so that the family doctor can be 
supplied with facts he needs to know. 


The second phase of this service to the public 
is the Mediation Committee. Here complaints 
about medical fees are referred. The Committee 
was established to protect their membership 
and the public when controversies arise. They 
do not fix fees; both sides of the story are heard 
and the issues are resolved satisfactorily to both. 
The third phase of their service to the public is 
the television broadcast, “Here’s to Your 
Health.” 


The New York group also serves the member- 
ship in a variety of ways. It hopes to erase the 
sordid commercial method of multiple collection 
agencies by starting a collection agency of its 
own. ‘This agency will be in keeping with their 
tradition of dignity and honor and at one stroke 
will render a service to their members and their 
patients and obviate much of the bitterness, an- 
ger, and resentment engendered by present meth- 
ods of collection agencies. ‘The group also is 
working on parking problems for their member- 
ship, malpractice insurance, group accident and 
disability insurance, compensation, basic inform- 
ation on press relations, and the code of pro- 
fessional conduct. 


Many other societies would do well to follow 
the lead of the largest county medical society 
of the nation. é 
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The Medical Economics Committee. 


MEDICAL ECONOMICS 


John R. Wolff, Chairman, Walter C. Bornemeler, 
Edward W. Cannady, Roland R. Cross, Jr., E. F. Dietrich, W. W. Fullerton, Edwin F. 
Hirsch, Frederic T. Jung, W. R. Malony, Caesar Portes, William Requarth, Frederick W. 
Slobe. 


STATISTICS— | 


V. A. Hospitals and Socialized Medicine’ 


Caesar Portes, M.D. ; 
Chicago 


LATEST VETERANS ADMINISTRATION 


October 31, 1952 show the folowing 


VETERANS IN CIVILIAN 
LIFE 


World War II 15,417,000 
World War I 3,357,000 
Other Wars 843,000 


APPLICANTS ELIGIBLE FOR 
HOSPITALIZATION 
(Admission not yet scheduled ) 
Disabilities—Service 


connected 119 
Other 20,450 
V.A. PATIENTS IN 
In V.A. Hospitals 96,828 
Service Connected 5,750 


NEW HOSPITAL 
CONSTRUCTION PROGRAM 
New Hospitals completed-—— 


through Oct. 31, 1952 45 
New Hospitals in progress— 
on Oct. 31, 1952 21 


19,617,000 


20,569 


102,578 


SITE ACQUISITIONS FOR 

NEW HOSPITALS 

Total Required— 

October 31, 1952 66 

Sites acquired 66 
HOSPITAL ADDITION AND | 

CONVERSION PROGRAM 

Additions and Conversions 

completed—through 

October 31, 1952 44 
Additions and Conversions 

in progress—on 

October 31, 1952 9 

What do these statistics mean to you? Don’t 
they have a stigma of Socialized Medicine? 

Certainly we are in favor of good medical 
care for war-wounded, but we are not convinced 
that the V.A. hospitals have been built only for 
that purpose. 

More than two-thirds of the 102,578 patients 
in V.A. hospitals today are getting free treat- 
ment for non-service connected ailments. Could 
not many of these pay for their own care,? Prob- 
ably a good proportion of these patients could 
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my for their care, but there is no use paying 
for what can be had for nothing. We know that 
yich free loading of patients in the V.A. hos- 
pitals is not limited to veterans in the low- 
inoome groups. Many of them are well-to-do 
business men, professional men, and other sub- 
stantia! people. 

The records of the V.A. hospitals indicate 
that about one out of five patients has voluntary 
health insurance and many more have accident 
and health policies that pay the individual di- 
rectly. 

How much of the cost of private hospitaliza- 
tion does such insurance cover? Actually, in- 
suranve can pay for an even greater percentage 
of the cost of private hospitalization; because 
y.A. care is more expensive than private care. 
The average stay in a V.A. hospital is much 
longer than in a local private hospital and V.A. 
care is much more lavish. Nothing is spared 
as far as x-rays and laboratory examinations 
are concerned. 

V.A. hospitals are unable to collect from the 
insurance companies, because a number of them 
have clauses that exclude benefits for hospitaliza- 
tion in tax-supported institutions. In these 


cases, the tax-payer is stuck. 

We do not object to the hospitalization of 
those veterans who definitely are unable to pay. 
If veterans with non-service connected disabil- 
ities are indigent, they should be handled by 
the community — i.e., the city, county, or state 


— not the Federal Government. Otherwise, 
fair administration is impossible. But as long 
as all veterans are taken in, there will not be 
enough beds for the service connected veterans. 
Then comes the program of expansion: build- 
ing new hospitals and increasing the number of 
beds in the old hospitals. If this program is 
expanded, it will be an easy way for the Federal 
Government to take over the medical care of a 
large segment of the American people. ‘Then it 
will be too late to yell “Socialized Medicine”. 

Who pays for this program? You and I as 
tax-payers. Who loses by this program? We 
as doctors in private practice. 

You and I as doctors are responsible, in part, 
for this program, for no hospital can exist with- 
out doctors. The doctors and the medical 
schools who participate in this V.A. program 
are responsible for the creation of this Franken- 
stein. 


Learned Hand, one of America’s respected 
jurists, writes that most portions of the Con- 
stitution of the United States are specific enough 
to state their purpose clearly. But a different 
situation eXists in the broad clauses defining the 
conduct of a free society. Hand poses these 
questions; what is “freedom of the press”, the 
“establishment of religion and the free exercise 
thereof”, “unreasonable searches”, “due process 
of law” and “equal protection of the law”. 


*The Saturday Review of Literature, page 29, No- 
vember 22, 1952. 
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The Future of Wisdom in America’ 


Edwin F. Hirsch, M.D. 
Chicago 


These specifications are undefined and are not 
determined without acquaintance with what men 
in the past have thought and have felt to be their 
most precious interests. Courts cannot construe 
controversial questions which are beyond the 
limits of fair dispute. Accordingly, in such con- 
troversies, the voters through their delegates 
speak finally, and they alone preserve our lib- 
erties if they are to be preserved. For guidance, 
they have no vade mecums, handbooks, or man- 
uals but must depend upon enlightenment from 
within and their conscience. That enlighten- 
ment and that conscience, says Hand, must bal- 


al 
d 
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ance every conflicting interest with as detached 
a temper as is possible. 

A law of any kind is at once a prophecy and 
a choice: a prophecy because it attempts to 
forecast what will be its effects; a choice, be- 
cause there is involved a balance between the 
group interests whose conflict the measure at- 
tempts to adjust. Desires and values, the ele- 
ments of group interésts, cannot be quantitated 
because they seldom have common constituents. 
It is not enough to be personally detached. We 
need a capacity for an informed sympathy with 
and an understanding of the desires and the 
values of others. That, says Hand, only those 
may attain whose experience is supplemented by 
acquaintance with what others have thought and 
felt in circumstances as nearly comparable as is 
possible. 

An education which includes the “humanities” 
is essential to political wisdom. By humanities, 
Hand means history, but close beside are letters, 
poetry, philosophy, the plastic arts, and music. 
Most issues that mankind set out to settle are 
never settled because they are concerned with 
incommensurables. The dispute disappears be- 
cause it is replaced by some compromise. He 
who would find the substitute needs an endow- 
ment rich in experiences which make the heart 
generous and provide his mind with an under- 
standing of the hearts of others. Franklin’s 
letter, written the day befere -the Constitution 
was signed, mentioned how an assembly of men, 
gathered for the advantage of their joint wis- 
dom inevitably assembled all of their prejudices, 
their passions, their errors of opinion, their local 
interests, and their selfish views. Yet, Franklin 
consented to this Constitution because he ex- 


pected no better, and was not sure that it was 
not the best. 


Hand comments that out of such a temper 
alone can come any political success which wil] 
not leave behind rancor and vindictiveness guf. 
ficient to destroy the benefits of a victory. As 
in science we advance by taking over what we 
inherit, so in statecraft no generation begins 
anew. The imagination, he says, can be purged 
and judgment ripened only by an awareness of 
the slow wayward course, in failures and in sue- 
cesses, of human life, but with an indominatable 
will to endure. Albert Schweitzer has said that 
the most fundamental concept of the human life 
is the will to live. Hesitancy to act until all 
the facts are assembled can be serious. Hand 
chooses rather that some traitors will escape de- 
tection than that a spirit of general suspicion 
and distrust be spread which accepts rumor and 
gossip in place of undismayed and unintimidated 
inquiry. A community is in process of dis- 
solution where each man considers his neighbor 
a possible enemy: where non-conformity with 
accepted creed is disaffection; where false de- 
nunciation takes the place of evidence; where 
orthodoxy chokes off dissent; and whére faith in 
the supremacy of reason is so timid that no 
one dares to express a conviction. Mutual con- 
fidence can be maintained only by an open mind 
and free discussion. Then in a-long quotation, 
Hand bids us listen to ancient words telling 
of the excellence of wisdom, summarized in the 
brief sentence “for she knoweth all things and 
hath understanding thereof; and in my doings 
she shall guide me in the way of soberness, and 
she will guard me in her glory”. 
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CLINICS FOR CRIPPLED CHILDREN 


LISTED FOR JUNE 
Doctor Herbert R. Kobes, director of the 


University of Illinois Division of Services for 
Crippled Children, has released the June sched- 
ule of clinics for physically handicapped chil- 
dren. The Division will count 11 general clinics 
providing diagnostic orthopedic, pediatric speech 
and hearing examinations along with medical 
social and nursing services. ‘There will be 4 
special clinics for children with rheumatic fever 
and 2 for cerebral palsied. 

Clinies are held by the Division in cooperation 
with local medical and health organizations and 
groups, hospitals, civic and fraternal clubs, and 
other interested groups. Any private physician 
may refer to a convenient clinic any child or 
children for whom he may want examination or 
may want to receive consultative. services. 

The June clinics are: 

June 3 — Hinsdale, Hinsdale Sanitarium 

June 3 — Rock Island (Cerebral Palsy), 

Foss*Home, 3808 — 8th Avenue 

June 4 — Fairfield, Fairfield Memorial Hos- 

pital 

June 4 — Litchfield, St. Francis Hospital 

June 9 — East St. Louis, Christian Welfare 

Hospital 

June 9 — Peoria, St. Francis Hospital 

June 10 — Elgin, Sherman Hospital 

June 11 — Elmhurst (Rheumatic Fever) — 
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CORRESPONDENCE 


Memorial Hospital of DuPage County 
June 11 — Springfield, St. John’s Hospital 
June 12 — Chicago Heights (Rheumatic Fe- 

ver), St. James Hospital 
June 17 — Chicago Heights, St. James Hos- 

pital 
June 18 — Rockford, St. Anthony’s Hospital 
June 23 — Peoria, St. Francis Hospital 
June 24 — Springfield (Cerebral Palsy), 

Memorial Hospital 
June 25 — Bloomington, St. Joseph’s Hos- 

pital 
June 26 — Chicago Heights (Rheumatic Fe- 

ver), St. James Hospital 
June 30 — Effingham (Rheumatic Fever), 
Douglas Township Building 


FOSTER PARENTS 


Children born during the war are now from 
eight to twelve years old. War orphans every- 
where have reached an age at which they must 
recognize what has been done to them and 
wonder what their future can possibly hold. 

Many people have come to realize that money 
alone is not enough to provide for the needs of 
eheerless children abroad; that mass relief, 
which is important indeed, must be supple- 
mented by relief for children on a personal 
level. With this objective in mind the Foster 
Parents’ Plan For War Children, Inc. has been 
organized. 


| 


The Plan, familiar with each child’s specific 
problems, mediates his “adoption” by a Foster 
Parent in the United States. No legal steps 
are required: adoption implies a financial re- 
sponsibility for fifteen dollars a month — a 
contribution which is deductible from your in- 
come tax. Each child, treated as an individual, 
receives food, clothing, shelter, education and 
medical care according to his/her needs. 


The children are told of their Foster Parents 
and correspondence through the office of The 
Plan (55 West 42nd Street, New York 36, 
N. Y.) is encouraged. ~The Plan is a non- 
sectarian, non-profit, non-political, independent 
relief organization, helping children in Greece, 
France, Belgium, Italy, Holland, England and 
Western Germany and is registered under No. 
VFAO019 with the Advisory Committee on Vol- 
untary Foreign Aid of the Department of State. 


The response of the medical profession to the 
Plan has been gratifying, but additional Foster 
Parents are required to alleviate at least the 
most heart-breaking cases of neglect and despair. 
The following physicians in this vicinity (who 
are Foster Parents) will gladly furnish addi- 
tional information if desired : 


Dr. Anne Benjamin 
664 N. Michigan Ave. 
Chicago, Ill. 


Dr. Rudolph D’Elia ~~ 
17084 Winchester Ave. 
Hazel Crest, Ill. 


Dr. Darwin Kohl 
LaGrange, Ill. 
(Temporary Address : 
Dept. of Ophthalmology 
V.A. Center 

Wood, Wisconsin) 


Dr. Max Samter 
215 N. Elmwood Ave. 
Oak Park, 


Dr. Zelda Teplitz 
612 N. Michigan Ave. 
Chicago 11, Ill. 


Dr. James H. Wallace 
165 North Harvey Ave. 
Oak Park, 
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COOK BOOK FOR LOW SODIUM Diet 


A low sodium diet need not be a poor com. 
promise with good eating. It is possible to eon. 
form to this dietary restriction without depray. 
ing gustation. Savory flavors of good meat and 
vegetables can be brought out with seasonings 
that are not harmful. Interesting, varied and 
nourishing menus can be prepared. The de 
velopment of such menus requires time, experi- 
ence and patience. 

If you desire, you may take advantage of 
work already done in this regard, by using 
“THE COOK BOOK FOR LOW SODIUM 
DIET,” which we have available for physicians 
to distribute to their patients. This booklet 
was prepared by the Massachusetts Heart Asso- 
ciation and released for national distribution 
through the American Heart Association. It 
represents the thought and effort of outstanding 
nutritionists. It not only aids the person who 
has to cook for a patient on a sodium-restricted 
diet, but is also considerate of the needs of 
other members of the family who are not. on 
such a diet. By its use, the day-to-day job of 
keeping the entire family well fed and happy 
is made easier. 

You may obtain such booklets, without cost, 
by writing the Bureau of Heart Disease Control, 
Illinois Department of Health, Springtield, 
Illinois. 


COURSE IN CEREBRAL PALSY 

A special course in Cerebral Palsy, limited 
to physicians only, will be given at the Cook 
County Graduate School of Medicine, from June 
15th through June 26th, 1953, under the direc- 
tion of Dr. M. A. Perlstein, of Chicago. 

Enrollment in the course is limited, and all 
applications should be sent directly to the Reg- 
istrar of -the Cook County Graduate Schoo! of 
Medicine. 


ANNUAL CONVENTION OF THE 
INTERNATIONAL ACADEMY OF | 
PROCTOLOGY 
Prominent Chicago physicians will be well 
represented at the Fifth Annual Convention of 
the International Academy of Proctology at the 
Plaza Hotel, New York City, May. 29, 30 and 
31st, directly preceding the American Medical 
Association Meeting. Dr. Leo L. Hardt of the 
Cook County Postgraduate School of Medicine 
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ill speak on the Diagnosis and Medical Man- 


com. fH agement of Chronic Diarrheas. Dr. Edward J. 
> con. Krol, ’resident-elect of the International Acad- 
‘pray. [J any of Proctology, will present a paper on Vol- 
t and yulus of the Sigmoid. 
nings Dr. Max S. Sadove of the University of Llli- 
| and nois College of Medicine will discuss Ravocaine 
e de Min Rectal Surgery. Dr. Norman I. Albert of 
peri- the Herrin Hospital, Herrin, Ill., will discuss 
Technijues Suitable For The General Practi- 
se of tioner. 
using Dr. Manuel G. Spiesman, Associate Professor 


IUM @ of Proctology, Chicago Medical School, will 
cians # evaluate the Injection Treatment of Hemor- 
oklet @ rhoids. Dr. Caesar Portes, Associate in Proc- 


tology at Chicago Medical School, will discuss 


ition the Role of the Proctologist in Cancer Control. 

It The meeting at the Plaza Hotel will be pre- 
ding ff ceded by demonstrations of surgical techniques 
who # and the presentation of scientific papers at the 


Jersey City Medical Center, under the direction 
of the Chief of Surgery, Dr. Earl J. Halligan, 
on May 28th. 

The final day of the Convention will present 
a Motion Picture Seminar of Proctologic Sur- 
gery, including the latest developments in Am- 
bulatory Office Techniques. 

Because general practitioners, as well as gas- 
troenterologists and proctologists, face procto- 
logic problems in their daily practice, much of 
the program has been planned to answer their 
questions. 

There is no fee for attendance at the Annual 
Convention of the International Academy of 
Proctology. These Conventions, as well as all 
other activities of the Academy, are directed to- 


ward the further development of proctology. 
all All physicians interested in proctology are there- 
eg- fore invited and welcomed to the Annual Meet- 
of ing. 
The complete program will be available in 
the near future, upon request to the Executive 
Offices of the International Academy of Proc- 
tology, 48:55 Kissena Blvd., Flushing, New 
York. 
ell 
of 
he 
id Reasonably complete control of tuberculosis is at- 
al tainable only where nutritional and other hygienic 
vi standards are high. C.-E. A. Winslow, The Cost of 


Sickness and the Price of Health, WHO Monograph 
Series, No. 7, 1951. 
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ANNUAL ASSEMBLY IN 
OTOLARYNGOLOGY 


The Department of Otolaryngology, Univer- 
sity of Illinois College of Medicine, announces 
its Annual Assembly in Otolaryngology, divided 
into sections : 

A. Basic Section, September 21 through 26, 
1953, devoted to surgical anatomy and cadaver 
dissection of the head and neck, and histopathol- 
ogy of the ear, nose and throat, under the direc- 
tion of Dr. M. F. Snitman. 

B. Clinical Section, September 28 through 
October 3, 1953, consisting of lectures and panel 
discussions, with group participation of otolaryn- 
gological problems and current trends in medi- 
cal and surgical management. 

Registration will be limited. Application for 
attendance at one or both sections will be op- 
tional. For information write to the Depart- 
ment of Otolaryngology, University of Illinois 
College of Medicine, 1853 West Polk Street, 
Chicago 12, Illinois. 


NEW BIOANALYTIC CHEMISTRY 
JOURNAL 


A pioneering journal in the science of bio- 
analytic chemistry is being launched by The 
John Crerar Library, Herman H. Henkle, Li- 
brarian, announced today. 

The new quarterly, ABT, will serve a field 
that has grown tremendously in the last few 
years with rapid medical advances in disease 
detection through chemical analysis. 

ABT, an abbreviated name for Abstracts of 
Bioanalytic Technology, is expected to find wide 
usage as a manual for hospitals, state and fed- 
eral institutions and private laboratories con- 
ducting research on human ailments. The edi- 
tor is H. E. MeDaniels, Ph.D., who heads the 
Illinois Department of Public Health’s bureau 
of laboratory evaluation. 

Two especially timely articles covered in the 
first issue deal with grave problems of this 
atomic age: measuring human radioactivity 
and preventing radiation exposure. 

ABT’s abstracts will follow a cookbook for- 
mula, presenting step-by-step procedures for 
new or improved methods of chemical analysis. 
Each issue will contain approximately 50 ab- 
stracts. Material is being gleaned from 1,000 
technical journals published in English, French, 
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German, Spanish, Japanese and other languages. 

The quarterly is being prepared by the Crerar 
Library’s Research Information Service for a 
new organization, the Council of American 
Bioanalysts. The group was formed by the 
Illinois and California associations of clinical 
laboratories, with plans for expanding into a 
national organization. Present membership 
numbers 140 laboratories. Council leaders 
serve as a technical advisory board for the new 
publication. 

Particularly pertinent discussions in the first 
issue are those dealing with radioactivity. One 
abstract describes methods of preventing radia- 
tion exposure when working on specimens from 
patients who have been treated with radio 
isotopes. It also gives procedures to be followed 
in performing autopsies on radioactive corpses. 

Another abstract recommends increased use 
of the scintillation counter in place of the well- 
publicized Geiger counter. ‘The scintillation 
counter has been used extensively by the Atomic 
Snergy Commission but its general application 
to the chemical laboratory has not been pre- 
viously established. The article reports the 
scintillation counter to be more stable and effi-~ 
cient in measuring radioactivity of blood speci- 
mens, urine, plasma and other biological speci- 
mens. 

Other currently topical abstracts report on 
improved laboratory techniques for: measuring 
a person’s alcohol absorption, measuring fluorine 
content in drinking water (used to prevent tooth 
decay), detecting the size of viruses, measuring 
blood glucose (used in determining diabetes), 
testing for fungus infections on skin, hair and 
nails, and discovering liver diseases in infants. 
One abstract compares the accuracy of popular 
venereal disease tests. 

The subscription rate for ABT is $5.00 a 
year from the Council of American Bioanalysts, 
7 West Madison Street, Chicago 2, Illinois. 


STATEMENT OF THE NATIONAL 
FOUNDATION FOR INFANTILE 
PARALYSIS 

The National Foundation for Infantile Pa- 
ralysis makes the following statement upon the 
recommendation of its Advisory Committees on 
Research and Education: 

“The Office of Defense Mobilization, a gov- 
ernmental agency, has been designated the al- 


* was recommended by a special panel appointed 


locating authority for the nation’s entire supply 
of gamma globulin. Inasmuch as this blood 
fraction is effective in preventing measles, jp. 
fectious hepatitis and poliomyelitis, and because 
this substance is in very limited supply, alloca. 
-tion of the nation’s stockpile through a centra| 
agency was decided upon as the most effective 
way to prevent the greatest number of cases of 
these diseases. 

“We have just learned that the Office of De. 
fense Mobilization has announced its plan for 
allocating gamma globulin for use against polio- 
myelitis. ‘The basis for the plan as announced 


by the National Research Council, a quasi-goy- 
ernmental agency. 

“We note with some concern that in accord- 
ance with this plan, the greater part of the 
nation’s stockpile of this scarce material may be 
used in a manner for which direct proof of ef- 
ficacy is lacking. Reference is made here to the 
recommendation that gamma globulin be ad- 
ministered to household and other intimate con- 
tacts of patients suffering from poliomyelitis 
and, in certain circumstances, even to contacts 
of individuals suspected of having poliomyelitis, 


“The field trials conducted during the sum- 
mers of 1951 and 1952, with financial support 
of the National Foundation for Infantile Pa- 
ralysis, demonstrated that gamma globulin, when 
administered during an epidemic of poliomyelitis 
to individuals in those age groups subject to 
greatest risk, provides some temporary protec- 
tion against the paralytic form of this disease. 
Whether or not gamma globulin will be equally 
effective when used in some other manner is 
unknown. The field trials further provided 
suggestive evidence that those individuals who 
develop poliomyelitis following administration 
of gamma globulin develop a less severe form 
of the disease. 

“While it is true that in a population group 
made up entirely of individuals who are contacts 
of persons with poliomyelitis, there develops 
subsequently an unusually large number of cases 
of this disease, it is also true that approximately 
75 per cent of these ‘secondary’ cases oceur with- 
in six days of the time the first case in the family 
has been diagnosed. Whether or not gamma 
globulin will prevent poliomyelitis when it is 
administered to contacts of diagnosed cases is 
unknown. 
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“We know that gamma globulin is not effec- 


tive if administered to patients after signs of 
the disease are apparent. We also know that 
most, if not all, contacts of cases of poliomyelitis 
gre already infected with the virus by the time 
the first case in the family has been diagnosed. 
In fact, there is good reason to believe that such 
individuals might have been infected for a period 
of several days. JF the blood fraction is to be 
administered to contacts of cases, the important 
and a~ yet unanswered question is ‘Has the dis- 
ease already advanced beyond the point where 
gamma globulin can prevent paralysis?’ ‘There 
is good reason to believe that there will be many 
contacts of cases of poliomyelitis who will be- 
come paralyzed even though they receive gamma 
globu!in. 

“The National Foundation’s Advisory Com- 
mittees on Research and Education have hereto- 
fore recommended and continue strongly to 
recon:mend that the major portion of the na- 
tion’. stockpile of gamma globulin, available for 
use in poliomyelitis, be reserved for mass in- 
jections of children in the most severe polio 
epidemics of 1953. This recommendation is 
made because it is the only method so far proven 
to be effective against poliomyelitis. The Ad- 


visory Committees recommend further that the 
smaller portion of this scarce material be used 
in conjunction with contacts of diagnosed cases 
of poliomyelitis. It is hoped that, in connection 
with this latter use, adequate studies may be 
carried out so that we may learn whether or not 
gamma globulin employed in this manner can 
prevent paralytic poliomyelitis effectively.” 

The National Foundation stands ready to 
assist State Health Officers who may elect to 
employ community-wide injections of gamma 
globulin in an effort to halt an epidemic of 
poliomyelitis. It is prepared to provide special- 
ly trained personnel and such items of equip- 
ment as would not ordinarily be available in 
many communities. 


CHICAGO DERMATOLOGICAL 
SOCIETY ELECTS NEW OFFICERS 


At the annual meeting of the Chicago Derma- 
tological Society held January 21, 1953, the 
following officers were elected : 

President: Samuel J. Zakon, M.D. 

Vice-President: William K. Ford, M.D., 

Rockford, II. 
Secretary-Treasurer: Irene Neuhauser, M.D. 


COMPLIMENTARY BREAKFAST FOR 
WOMEN PHYSICIANS 


The annual complimentary breakfast to all 
women doctors as guests of the Illinois State 
Medical Society during the annual convention 
will be held May 20th -— at 8:00 a.m. in Room 
114, the Gold Room of the Sherman Hotel. Tick- 
ets may be obtained at the registration desk. 
Speaker at the breakfast will be Norma Lee 
Browning, feature reporter of the Chicago 
Tribune. A hospitality room will be be avail- 
able during the convention. The room number 
will be posted at the registration desk. 
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CAUTION 


No antibiotic aerosol] should ever be used un- 
less there is reasonable evidence of purulent in- 
fection of bacterial origin being present. To 
do so in allergic individuals without considering 
or anticipating possible serious undesirable side 
reactions is extremely hazardous. To expect a 
good clinical response where there is no clear 
indication for the use of a specific aerosol is 
faulty judgment, and any failure should not be 
used as evidence against a valid technic. Paul 
F. Jaquet, M.D. Inhalational Therapy. Med. 
Ann. District of Columbia, Sept. 1952. 
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ORIGINAL 


The Surgical Treatment of Duodenal Ulcer 


Karl A. Meyer, M.D., and i. F. Stein, Jr., M.D., Ph.D. 
Chicago 


Most clinicians agree that strict medical man- 
agement is the best treatment for uncomplicated 
duodenal ulcer. Sharp controversy exists, how- 
ever, concerning the best surgical procedure for 
the complicated duodenat uicer. Gastrojejun- 
ostomy alone is seldom advocated=-today, due 
to an unfavorably high incidence of postopera- 
tive gastrojejunal ulceration. Gastric resection 
has become the procedure of choice due to im- 
proved clinical results. ‘There remains, however, 
a relatively small group of patients who have 
unpleasant symptoms or recurrent peptic ulcer- 
ation following gastric resection. The question 
arises as to whether vagotomy and _ gastroje- 
junostomy will produce as good or better re- 
sults than gastric resection with a lower mor- 
tality. 

Evaluation of a surgical procedure for peptic 
ulcer depends upon two factors; first the physic- 
logic basis for the operation and second the 
clinical results. 

The physiologic basis for gastrojejunostomy is 
indeed meager. The performance of a simple 


Presented before the Section on Surgery, Illinois 
State Medical Society, 112th Annual Meeting, Chicago, 
May 13-15, 1952. 
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gastrojejunostomy does little to alter gastric 
function. The secretory capacity of the stomach 
is unchanged and the regurgitant neutralization 
is probably a negligible factor in ulcer healing. 
Healing of a duodenal ulcer takes place after 
gastrojejunostomy owing to the diversion of a 
portion of the gastric contents away from the 
ulcer-bearing area in the duodenum, and direct- 
ly into the jejunum. This, however, also ac- 
counts for the appearance of a jejunal ulcer. 
Thus simple gastrojejunostomy is followed by an 
unfavorably high incidence of anastomotic ulcer- 
ation, and its use in recent years has been sug- 
gested only for the aged patient with a high 
degree of pyloric obstruction and a low level of 
acidity. In such a patient there is no assurance 
that hyperacidity will not return after the ob- 
struction has been relieved; therefore it is pre- 
ferable to perform both a gastrojejunostomy and 
a vagotomy. 


Adequate gastric resection is followed by a 
low rate of recurrent peptic ulceration. This 


is achieved by adherence to the three basic 
principles. First, a sufficiently large amount 


of gastric fundus must be removed. This means 
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that minimum of two-thirds and preferably 
three-fourths of the stomach must be resected. 
If only 50 percent is removed, the remaining 
gastric pouch will often possess a large secretory 
capacity; thus, anastomotic ulcer is likely to 
occur. Second, the entire antrum must be re- 
moved. Although the antrum forms no free 
acid, it secretes gastrin, the gastric hormone 
which stimulates the acid-secreting cell in the 
fundus. If the entire antrum is not resected 
the remaining gastrin mechanism may produce 
incre:sed acid response even in a case of ade- 
quate!y high resection. Third, the length of the 
jejunil loop leading to the anastomosis should 
be as short as possible without causing any me- 
chanical disturbance. It has been shown ex- 
perinentally that the resistance of intestinal 
mucosa to acid-pepsin decreases progressively as 
the distance from the stomach increases’. Thus, 
in gneral, the greater the length of the proxi- 
mal ‘oop, the greater the possibility of a recur- 
rent ulcer. This raises the question whether a 
“no \oop” posterior anastomosis is preferable to 
a short loop anterior anastomosis. Actually we 
have not seen a greater number of recurrent 
ulcers following anterior gastrojejunostomy when 
the [oop is constructed just long enough to ex- 
tend over the colon without tension. Enteroan- 
astomosis diverts the alkaline duodenal contents 
away from the gastrojejunostomy and should not 
be employed. 


Ample exposure is a necessity for the perform- 
ance of an adequate gastric resection. A long, 
high right rectus or paramedian incision affords 
sufficient exposure for mobilization of the duo- 
denal stump and in a thin patient also allows 
one to perform a high gastrectomy. Because 
this incision does not offer ample exposure in 
the heavy-set, squat or obese patient, Dr. Peter 
A. Rosi has recently suggested that for such 
patients a bilateral subcostal incision should be 
used. We have employed this incision in selected 
cases for the past three years and find that it 
offers exeellent exposure both for duodenal clo- 
sure and for the accomplishment of a high gas- 
tric resection. 

(ireat care must be taken in the performance 
of a vagotomy to assure that as many vagus 


fibers as possible are transected. There are us- 
ually two main vagus trunks at the level of the 


diaphragm, whether the approach is from above 
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or from below. However, we have seen histologic 
proof of eight nerve branches at this level. Even 
when great care is taken to sever all vagus fibers, 
there will be an incomplete vagotomy in at 
least 10 to 20 percent of cases. Clinical evi- 
dence concerning the necessity of complete vagot- 
omy is as yet inconclusive. Although the ma- 
jority of recurrent peptic ulcers following 
vagotomy have occurred after incomplete vagus 
section, there are many patients who have had 
a good result for three or four years after in- 
complete vagotomy. Physiologically there is a 
possible explanation for this apparent incon- 
sistency. We have retested 25 of our vagotomy 
patients three to four years after operation and 
find that they may be divided into three func- 
tional groups, as follows?: 1. No vagus function 
(complete vagotomy); 2. Partial vagus func- 
tion; 3. Normal vagus function. 


The best indication of vagus function, of 
course, is the insulin test, since an acid or 
motor response of the stomach to insulin hypo- 
glycemia is positive evidence of incomplete va- 
gotomy. In addition, any other evidence of 
unchanged secretory capacity is suggestive of in- 
complete vagotomy. Thus, if the spontaneous 
secretion of the stomach, i.e., the night secre- 
tion or basal secretion remains elevated, or if 
the postoperative response to histamine or caf- 
feine is unchanged, we immediately suspect that 
functional vagus fibers are intact. 


Patients with no vagus function consistently 
have no free acid response to insulin hypogly- 
cemia and no free acid during periods of spon- 
taneous secretion. In each case there is a re- 
duced secretory capacity in response to all stim- 
uli, including histamine. In some instances 
there is absolute achlorhydria. There is also 
absence of the vagal type of motility. There 
is no evidence of any return of vagus function 
in this group and these findings are persistent 
up to four years after vagotomy. The patients 
in this group, in general, have shown excellent 
clinical results. 

Evidence of partial vagus function is provided 
by a slight acid or motor response to insulin 
hypoglycemia and often by free acid secretion 
of the unstimulated stomach. The results of 
the original postoperative insulin test in some 


of these cases were considered equivocal, where- 
as repeated tests over a period of years have of- 
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fered definite proof of incomplete vagotomy, 
There is a slight return of gastric function in 
this group of patients three to four years after 
vagotomy, as has been shown by basal secretion 
studies. It should be emphasized, however, that 
in spite of this small increase over the early post- 
operative result, there is still a 66.2 percent de- 
crease as compared to the preoperative secretory 


rate, and there remains a 70 to 80 percent de- 


crease in response to histamine and caffeine in 


the late period as compared to the preoperative 
response*. Patients in this group have a s50- 
called “incomplete vagotomy’: however, only 
partial vagus function is present with the marked 
persistent decrease in secretory capacity. Clin- 
ical results in this group have been generally 
good, but the period of follow-up is as yet insuf- 
ficient to assure that this is permanent, 

There is no indication of a change in gastric 
function or of any decrease in the secretory ca- 
pacity of the stomach in patients with normal 
vagus function. Recurrent peptic ulcer has been 
common in this group. 

Thus there is little, if any, physiologic basis 
for the use of gastrojejunostomy in the treat- 
ment of duodenal ulcer. A properly performed 
gastric resection on the other hand results in a 
permanent and marked decrease in gastric secre- 
tory capacity of the stomach. Vagotomy will 


result in a similar permanent and marked de- 
crease in gastric secretory capacity only in those 


cases in which all, or nearly all, of the vagus 


fibers are transected. 

A clinical study of vagotomy, and gastric re- 
section is being conducted by the American 
Gastroenterologica) Association. The most re- 
cent report by Dr. Sara Jordan? includes data 
on 1300 duodenal ulcers treated by vagotomy 


with an average follow-up of two and one-half 


to three years; and 1036 subtotal gastrectomies 
for duodenal ulcer with a slightly longer follow- 
up. Although it is still too early to make a 
final decision it appears that subtotal gastric 
resection has produced better results in the con- 
trol of ulcer disease than gastrojejunostomy 


plus vagotomy, On the other hand, the surgica) 
mortality following vagotomy is lower than that 
following subtotal gastric resection. 


In view of the previous discussion, what sur- 


gical procedure at present is recommended for 
the complicated duodenal ulcer? Im general 


we consider gastric resection to be the operation 


of choice. There are, however, certain indica- 


tions for the use of vagotomy. The most definite 


indication is in the treatment of a gastrojejunal 


ulcer occurring after a high subtotal gastree- 
tomy. In such cases re-resection may be a 


difficult and hazardous procedure. In addition 
there are several) relative indications which are 


influenced by the severity of the pathology and 
the general condition of the patient. The rela- 
tive indications are: 1. The acutely inflamed 
edematous duodenal ulcer; 2, The anastomiotie 
ulcer occurring after simple gastrojejunostomy; 


and 3. The anastomotic ulcer occurring after 


an imadequate gastrectomy. In general gastric 


resection is preferred; however, when severe 
inflammatory reaction is present or in the poor 


risk patient, vagotomy may be indicated. 
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DISCUSSION 
Dr. J. C. Rogers (Urbana): 


enumerate your occasions for vagotomy, the cases in 
which you would favor that. I know you use it from 
time to time. Could you simplify? 

Dr. Karl A. Meyer: The patients on whom I do 
vagotomy are individuals of a younger age group. In 
other words, we see families of duodenal ulcer, two or 
three individuals in the family having their ulcer symp- 
toms, 20, 21, 22 years of age. In instances like that, I 
prefer to do a gastro-enterostomy and vagotomy, in 
preference to a resection. In the older age group, we 
prefer to do a gastric resection. 


w 


Would you care to 
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Surgical Management of Colon 
Emergencies 


Kent W. Barber, M.D. 


Quincy 


in tie absence of malignant degeneration, may 
occu’ in chronic ulcerative colitis, diverticulosis 
with diverticulitis, severe gastroenteritis, non- 
spec lic granuloma of the colon, simple ulcers of 
the «ype described by Wilkey, tuberculous en- 
terovolitis, and in a normal segment of bowel 
with a distal obstruction. This discussion is 
limied to perforation in chronic ulcerative co- 
litis and in diverticulitis. 

Prforation from chronic ulcerative colitis re- 


mais a serious complication. Fortunately, it is 
not as frequent as the other complications of the 


diseise namely, polyp formation, strictures, 
ma--ive hemorrhage, and malignant degenera- 
tion. 


Tn a series of 2,000 patients with chronic 
wlc-rative colitis reported by Bargen at the Mayo 


Clinic between 1918 and 1938, there were 87 


patients with perforation (4 per cent}. About 
one in 10 of this group had multiple perforations 
ani approximately half (48) subsequently pro- 
gressed to fistula formation. Of the total group, 
107 (5 per cent) developed neoplastic lesions. 
Approximately 10 per cent of this series of 
2,000 patients with chronic ulcerative colitis de- 
veloped serious complications demanding surgi- 


cal care. 


‘here is considerable diversity in the area, 


extent, and variation of the disease. Some pa- 
tients go along fairly well for 12 to 15 years 
with advanced ulcerative colitis, encountering 
the characteristic remissions and exacerbations ; 
others may die with multiple perforations within 
10 days of its onset. Between 65 and 90 per 
cent of all chronic ulcerative colitis cases can 
be handled indefinitely by careful medical man- 
agement. But surgery is indicated: 

When the application of carefully considered 
measures fail to control the problem. 

In perforation of the colon with its compli- 
cations of abscess and fistula. 

With stricture formation. 


The Quincy Clinic. 
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Spontaneous perforation of the large bowel, 


In severe bleeding. 


If there is danger of malignant changes in a 
colon with long standing diseases and polypoid 


changes. 

Thorlaksen and Patterson* suggested recently ~ 
that we must aim not at early operation but at 
operation earlier than was done in the past on 
properly selected patients—-surgery which is done 
before the patient develops perforation or car- 
cinoma. Several groups have reported a mor- 
tality of 0 to 2 per cent in elective ileostomy, 
depending on the stage. 

The operative mortality from simple ileostomy 
10 or 15 years ago was about 20 per cent in most 
clinics. Internists and patients alike rightfully 
avoided such a high operative risk with a final 
result of an excoriated, painful, self-digested 
abdominal wall. Consequently surgery was de- 
layed until the patient was in such a serious 
state from advanced toxic changes of the disease 
that an almost prohibitive surgical mortality re- 
sulted. Lahey reports three understandable 
suicides among their first 145 ileostomies because 
of the suffering from skin digestion and the 
exclusion of these patients from acceptable lives 
because of the depression brought about by an 
ileostomy that could not be well controlled. 

Recent gratifying surgical refinements in the 
making of an ileostomy and in its subsequent 
management by the use of adherent bags after 
operation ‘and the feasibility of later removing 
a badly infected colon and rectum have changed 
completely our former concepts of ileostomy with 
colestomy. Following the suggestions of Crile, 
the patient who has had the opportunity of try- 
ing out the adherent plates of the Rutsen type 
bag to his skin in several different locations prior 
to final operation, is bothered much less with it 
than is the patient who has not had this oppor- 
tunity. A stoma placed too close to the umbili- 
cus, the anterior-superior spine, or the groin will 
not be watertight and will cause considerable dis- 


comfort in various bodily positions. Another 
source of great discomfort to the patient may be 
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avoided by preventing fistulous formations about 
the ileostomy where the ileum has been sutured 
to the abdominal wall. 


Cattell, of the Lahey clinic, has suggested 
that only the mesentery be sutured to the parietal 
peritoneum. If this is done, there is no danger 
of either the ileum slipping back within the ab- 
domen or of small stitch abscesses with subse- 
quent fistulae formation about the ileostomy. 
In the acute phases of the disease, Lahey does 
the simplest type of loop ileostomy, avoiding 


- exposure of the peritoneal cavity and handling 


of the bowel. He feels that an attempt to do a 


. divided ileostomy, implanting the distal end 


elsewhere in the abdomen at the first stage, will 
result in an avoidably high fatality rate. The 
use of split skin graft about the ileostomy is 
certainly a moot question at present. While 
the plan was favorably received a few years ago, 
many surgeons have experienced difficulty in 
getting the graft to heal completely and not 
subsequently break down at the angles. There 
also seems to be a tendency for skin grafted 
ileostomies to tighten down and they require 
dilatation more often than those without graft. 


Perforation in ulcerative colitis must be han- 
dled the same way as any other perforation. In 
acute perforation of a bowel that has not been 
diseased too long, it may be possible to close the 
perforation with stitches or an omental plug. 
The bowel wall in longstanding ulcerative co- 
litis is extremely friable and cicatrized, holds 
stitches poorly, and will not invert. In any 
event, all closures must be combined with ileos- 
tomy. If the perforation cannot be closed, it 
must be drained temporarily at the time of the 
ileostomy, followed later by resection of the 
colon. 


I would like to present two patients with 
chronic ulcerative colitis, both of whom could 
have profited by earlier surgery. 


A 46-year old paint salesman had weighed 
over 200 pounds prior to his illness. When first 
seen, he gave a three-year history of 8 to 15 
watery, bloody stools per day accompanied by 
marked weight loss. A positive diagnosis of 
ulcerative colitis had been made three years 
previously and, in the interim, the man had 
visited several well-known institutions. Treat- 
ment consisted of various trials of all the anti- 
biotics as well as dietary and psychosomatic 


measures, the last of which included sending 
him home to his farm. But weight loss contin- 
ued until, on admission, he weighed 87 pounds; 
he was anemic, cachetic, and extremely ill. Hig 
white blood count was elevated and his serum 
protein reduced. 


A barium enema x-ray study of the colon 
showed an advanced ulcerative colitis pattern in 
the entire colon with shortening and narrowing 
of the lumen. The entire mucosal pattern 
throughout was shaggy and ragged. In the mid- 
portion of the descending colon there was an ir- 
regular, ragged narrowing with escape of the 
barium out of the lumen at the side of perfvra- 
tion, with large, polypoid filling defects in cecum 
and descending colon. The radiologist was 
unable to determine whether these lesions were 
neoplastic degenerations or pseudopolyps. 


After one week’s preparation, an exploration 
was done. The terminal 14 inches of the ileum 
were found to be hard, ropey, and grossly in- 
flamed. The cecum and first portion of the 
ascending colon were bound down by dense, old 
adhesions. No further exploration was done. 
The ileum was divided about four inches proxi- 
mal to the segment involved in the ileitis. This 
loop was brought out through a separate stab 
wound in the right lower quadrant. The proxi- 
mal loop was freed of its mesentery, sutured to 
the peritoneum at the mesentery, and a tube 
dermatome skin graft applied about the ileum. 
A total colectomy was done subsequently and no 
malignant degeneration was found. The patient 
made an uneventful recovery and has regained 
the 113 lost pounds. He now wéighs 200 pounds 
and is actively engaged in farming. 

The second patient, a 32-year old housewife, 
was admitted to the hospital on July 5, 1951 
with a history of one week of bloody diarrhea. 
For about eight months prior to that time she 
had suffered from increasing constipation which 
necessitated a daily enema. A barium enema 
x-ray study showed complete loss of haustrations 
throughout the transverse, descending and sig- 
moid colon with a fine, shaggy, saw-toothed 
pattern to the mucosa of the sigmoid and rectal 


* ampulla. The remainder of the bowel was nor- 


mal. Proctoscopic examination was typical for 
idiopathic colitis with an easily bleeding, ulcer- 
ated mucosa, smears of which showed no ameba. 


During the next three weeks in the hospital 
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she was given intensive medical treatment in- 
cluding antibotics, absorbable and non-absorbable 
sulfa products by mouth, and multiple trans- 
fusions. Profuse intestinal hemorrhages con- 
tinued, however, which were increased when 
cortisone and ACTH were tried. Abdominal 
distension and signs of peritonitis developed and 
before ileostomy was consented to, the patient 
died —four weeks after the onset of the acute 
phas:. Post mortem revealed a dilated, soft, 
fragile colon with multiple perforations. ‘There 
was extensive ulceration of the mucosa; only a 
smal portion remained intact. The wall of the 
howe! had not become thickened or cicatrized and 
woul! have lent itself well to temporary suture. 


Diverticulitis is another disease in which the 
mod: rn surgical approach has changed our pre- 
viou. convictions. Too much unfounded fear 
of s rgical relief of this disease and its compli- 
cations still exists. About 5 to 10 per cent of 
all .dults have diverticulosis and about 10 to 
20 per cent of this group suffer eventually from 
diverticulitis. The exact incidence of perfora- 
tion in diverticulitis with peritonitis or local ab- 
scess formation is difficult to evaluate. Smith- 
wick suspects that one in 2,000 people over 40 
years old comes to operation because of compli- 
cations of diverticulitis. In 202 cases of compli- 
cations of diverticulitis necessitating resection, 
reported by Mayo in 1950, obstruction was the 
initial complaint in 83. The next most common 
complication was abscess, which occurred in 57 
of whom 16 developed obstruction eventually. 


Approximately 85 per cent of ali diverticula 
occur in the descending and left colon, with the 
remaining 15 per cent in the right colon. Be- 
cause of the nature of the fecal stream, perfo- 
ration in the left colon is more iikely to be ac- 
companied by local abscess formation than when 
the perforation occurs in the right colon with a 
more fluid fecal stream. Because of the lower 
incidence of diverticula and diverticulitis in the 
right colon, the literature is sparse in reports of 
such cases. Henry reports three cases, in all of 
which he was able to excise the diverticula with 
the associated inflammatory mass and close the 
defect in the thecal wall with reinforced suture. 
Guy and Werelius report a similar case with 
acute perforation of diverticulitis in the right 
colon. 


Acute perforation of diverticulitis in the right 
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colon generally presents an acute abdominal 
emergency that ordinarily is mistaken for ap- 
pendicitis or perforated peptic ulcer with leak- 
age down the gutter to the right lower quadrant. 
Many of these patients have been handled suc- 
cessfully with simple closure of the perforation, 
the defect being reinforced with fat. This 
usually is possible unless the perforation is so 
large, or the associated inflammatory response 
so extensive, that resection of the involvled seg- 
ment of bowel is indicated either because of the 
extent of the disease or the impossibility of 
determining the presence or absence of malig- 
nant degeneration. 


In perforation of the left colon, the heavier 
fecal stream usually does not produce as much 
gross peritoneal irritation. Localized abscess is 
more likely. Consequently, preoperative prepa- 
ration and more thorough diagnostic measures 
frequently are utilized and unless the perfora- 
tion and subsequent abscess formation have 
caused obstruction, hasty surgery is unnecessary. 


In the surgical approach to this problem, if 
simple drainage of the abscess is all that can be 
done, a persistent fistula will develop in practi- 
cally 100 per cent of the cases. Pemberton and 
Black have emphasized the fact that there is 
always a possibility of recurrence of diverti- 
culitis when the involved bowel segment is not 
removed. In general, because of the danger of 
subsequent obstruction and/or recurrence of di- 
verticulitis with further perforation, the surgical 
method of choice is removal of the involved seg- 
ment. 


Four surgical approaches are available: 1. 
Simple drainage; 2. Primary resection with 
anastimosis. 3. Mikulicz’s extraperitoneal type 
of resection. 4. Three stage procedure involving 
a preliminary diversional colostomy followed by 
primary resection and closure of the colostomy. 


Simple drainage is used only in the critically 
ill patient who cannot tolerate the additional 
hazard of a simple proximal colostomy. If the 
patient survives, a fecal fistula will have de- 
veloped, necessitating future surgery. Primary 
resection with end to end anastomosis rarely can 
be carried out, being reserved for a small group 
of elective cases when the disease is in a quiescent 
stage and adequate preparation is possible. Re- 
section must be wide because anastimosis of any 
diseased bowel wall will be followed by fistulous 
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formation. The Mikulicz extraperitoneal type of 
obstructive resection can be done occasionally in 
suitably located lesions. If there is difficulty in 
mobilizing the lesion without entering too many 
planes of tissue infection, this method must be 
abandoned in favor of simple diversional colos- 
tomy and drainage of the abscess formation 


about the diverticulitis. The colostomy should 
be in the transverse colon as sigmoid colostomy 
will seriously impair future resection. The last 
method of managing this type of perforation is 
best and most frequently used. An attempt may 
be made to close the perforation with omentum 
or epiploic appendages, the involved region is 
drained, and the fecal stream is diverted by 
means of a transverse colostomy. This method 
puts the involved bowel at rest, allows adequate 
drainage, and produces optimal conditions for 
healing. Furthermore, the diseased section of 
the bowel can be prepared for resection at a 
later date. 

Two cases of diverticulitis with perforation 
illustrate fairly typically the problems encoun- 
tered: ° 

A 35-year old man came in with a typical his- 
tory of acute appendicitis of six hours’ duration. 
At operation, the peritoneum was found to con- 
tain thin, purulent fluid. The appendix was 
normal but there was a large, hard mass at the 
tip of the cecum which felt almost malignant. 
On dissection this mass proved’to be fat aud scar 
tissue over acute diverticulitis which "Was leak- 
ing. We were able to excise the area and close 
the cecal wall defect with interrupted sutures. 
A postoperative x-ray film showed all the di- 
verticula located in the right colon. 

The second patient suffered from a sigmoido- 
vesicle fistula which was known to have been 


present for at least 10 years. The man had en. 
countered characteristic symptoms of recurring 
bouts of diverticulitis during all this time. It 
was interesting to note from the x-rays that al- 
though the opaque fluid which was passed into 
the bladder went readily into the sigmoid, when 
the barium was passed into the sigmoid, it did 
not enter the bladder. No great amount of pres- 
sure was put on this fluid but the reverse valve 
action is what kept this patient from having too 
severe kidney damage despite the presence of a 
sigmoidovesicle fistula for many years. From 
the radiologist’s standpoint, this lesion was typi- 
cal of carcinoma and, at operation, the resected 
specimen would have been difficult to tell from 
malignancy by palpation alone. The walls alout 
the fistula measured from 114 to 2 em. in thick- 
ness with a hard, cicatricial mass. An un- 
founded fear, based on earlier statements, kept 
this man a semi-invalid for over 10 years. 

The literature cites an ever increasing number 
of victims of acute diverticulitis with perforation 
or obstruction who have been relieved of symp- 
toms by resection of the involved segment of 
bowel and diverticula. No doubt many persons 
are forced to live with the complications of 
diverticulitis, on an inadequate diet, with vary- 
ing degrees of morbidity. In the future, such 
cases should and will be relieved of this disability 
surgically. In chronic ulcerative colitis, we 
would re-emphasize the suggestions of Thorlak- 
sen and Patterson that we strive for earlier sur- 
gery with patients who eventually are bound to 
seek surgical relief for ulcerative colitis which 
is refractive to medical treatment or undergo one 
of the serious complications of the disease. 
For references, consult the author 1416 Maine 
St., Quincy, Illinois. 
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Allergic 


The Diagnosis and Treatment of 


Rhinitis 


Walter E. Owen, M.D. 


In the practice of otolaryngology today it be- 
comes increasingly evident that allergy plays a 
major role in chronic nasal and sinal disease. 
In the past many failures in both medical and 
surgical treatment can be attributed to either a 
lack of or an inadequate knowledge of allergy as 
the asic or complicating factor. 

It is not the purpose or scope of this paper to 
enter into a discussion of the basic fundamentals 
of paysiology and immunology which are the 
present day explanation of the allergic reaction. 
There are many questions yet unanswered, exper- 
imental investigators are working diligently on 
thes’ problems with encouraging results. We do 
know that the allergen or antigenic substances 
to which the body becomes exposed and absorbs 
in varying concentrations coming in contact with 
the sensitizing substance or reagin of the blood 
stream is the probable explanation of the sensi- 
tized cell or complex cellular structure. 

The role played by histamine in the allergic 
reaction has been the object of study by Code’, 
Roth and Horton?, Katz and Cohen*, Dragstedt*, 
and innumerable other investigators. Its pres- 
ence in tissues has been definitely established 
and the accumulated evidence points to the fact 
that histamine is released by the sensitized ¢ell 
upon contact with additional antigen and that 
the amount of histamine released is in relation to 
the degree of the reaction. 

The three major efforts noted on the histamine 
release are: 

1. Increase in the secretion by the mucous 

glands. 

2. Contraction of smooth muscles. 

3. Dilation and increased permability of the 

capillaries. 

The presence of histamine in the allergic re- 
action is the rationale which has brought about 
the development of various antihistaminic drugs 

Presented before Section on Eye, Ear, Nose and 
Throat, 112th Annual Meeting, Illinois State Medical 
Society, Chicago, May 13, 1952. 
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Peoria 


for the control of hay fever and other allergic 
manifestations. 


Throughout the years as the specialty of 
Otolaryngology has developed, masterful con- 
tributions have been made to our knowledge of 
the anatomy of the head and neck. There is 
little to be added to that knowledge. Surgical 
procedures have been developed and perfected 
to such a point that they are well standardized 
within certain variable limits. In more recent 
years attention has been focused on a greater 
understanding of the physiology, pathology and 
immunology of nasal and sinus disease. 

Allergy of the nose and para-nasal sinuses is a 
problem which confronts every Otolaryngologist 
in his daily practice. Vasomotor rhinitis, ca- 
tarrhal rhinitis and hyperesthetic rhinitis are 
terms which many use interchangeably. Dr. 
French K. Hansel*, of St. Louis, an Otolaryn- 
gologist, became dissatisfied with the results 
using the accepted methods of treatment in these 
conditions. He was one of the first to call our 
attention to the underlying allergic factor in 
them. He was also one of the first to use allergic 
methods of therapy in these cases and he noted 
great improvement in his therapeutic results. 
In his monograph, “Allergy of the Nose and 
Paranasal Sinuses”, Hansel has correlated the 
fundamentals of nasal physiology, immunology 
and the clinical manifestations of nasal allergic 
disease. 


The chronic non-surgical conditions occurring 
in Rhinology can be classified as follows: 

1. Infection 

2. Infection and Allergy 

3. Allergy. 

Acute and chronic sinusitis of the infectious 
type are common clinical entities. We are all 
familiar with the onset, clinical course, gross and 
microscopic pathology and diagnosis. The treat- 
ment of these conditions varies in the hands of 
the individual, operative procedures are well 
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standardized. It is quite common for these dis- 
eases to be limited to a single sinus or to one 
side of the nose, while the other sinuses or the 
opposite side of the nose are free from involve- 
ment. 


Chronic sinusitis complicated by allergy pre- 
sents additional factors of pathology and prob- 
lems of diagnosis. There is an edema which 
involves the nasal mucous membrane as well as 
that of the suppurating sinus and other sinuses, 
the opposite side of the nose is nearly always 
involved. There is an abundance of mucous 
secretion as well as the purulent secretion. 
Often there is the typical pale, glistening, boggy 
membrane. There is blockage due to the edema 
present which causes a stasis in the involved 
sinus making a cure by local methods very 
difficult and often impossible. Following radical 
surgical procedures the underlying allergic factor 
will frequently cause a return of the sinus infec- 
tion. The nasal secretion when examined micro- 
scopically will be found to contain an eosin- 
ophilia as well as a neutrophilia. “Nasal polypo- 
sis is quite common. The pathologic picture 
may be one of mild allergy and severe infectior 
or vice versa. 


In typical allergic rhinitis the mucous mem- 
brane is pale, watery, boggy and has a glistening 
appearance and there is an abundant mucous or 
watery secretion. One or both sides of the nose 
may be completely blocked by sivollen turbinates. 
Post-nasal drainage is usually present @ whitish 
mucoid bands on the posterior pharyngeal wall 
or as a mass of glistening mucous in the naso- 
pharynx, which can often be seen moving down- 
ward. LEosinophiles are abundant in the nasal 
and in the post-nasal secretion. 


Neutrophiles are present but not as common 
as eosinophiles. Polyps are very common, often 
causing obstruction to one or both sides of the 
nose. If of long standing, they may be seen 
without the aid of a speculum. 


In atypical or mild allergy the mucous mem- 
brane will often appear about normal or slightly 
reddened. Instead of the watery secretion there 
may be only mucus or even mucus bands across 
the air passage between the turbinates and the 
septum. There is nearly always a certain degree 
of post-nasal discharge, the character of which 
has been previously described. Eosinophilia of 
the nasal secretion is present. In this type 


polyposis is the exception rather than. the rule, 

Allergic rhinitis is caused primarily by in- 
halants such as pollens, various types of dust, 
animal eminations, atmospheric or air-borne 
molds and cosmetics. ‘There are secondary fac- 
tors, such as foods, drugs and non-organic 
ingestants. 


Pollen allergy is synonymous with hay fever; 
it falls into three seasons which are concurrent 
with the pollination of the trees, the grasses and 
the weeds. Tree pollination in Central Illinois 
begins early in March and continues to the last 
of April. Symptoms during this season are 
usually not severe. Grass pollens begin during 
the latter part of May and continue until July. 
Weed pollens begin in early August and continue 
until late September. Ragweed pollen, the 
greatest offender of all, because of its great 
abundance and marked toxicity usually starts 
between August 10th and 15th, reaches its height 
about Labor Day and continues on until the last 
week in September. ‘Those patients who suffer 
until frost, are in addition, mold sensitive or 
have developed some secondary sensitivity dur- 
ing the season. 


Perennial allergic rhinitis is seen in varying 
degrees of severity. The symptoms are no worse 
during seasonal hay fever unless it is complicated 
by pollen sensitivity. House dust or occupation- 
al dust, animal danders, cosmetics and foods are 
the usual excitant antigens in this group. 


A detailed history regarding the onset of the 
present symptoms is important from a diagnos- 
tic_standpoint. It often gives a definite lead as 
to the excitant factors. In children, nasal symp- 
toms are often noticed following the onset of 
food allergies or skin manifestations. A very 
common assertion of the parents is that a child 
has had a continuous cold since onset of some 
infectious disease. Often an acute infectious 
rhinitis may merge into a chronic allergic 
rhinitis. 

Symptoms may follow a visit to the country, 
at which time the child has come into contact 
with new-mown hay or freshly harvested grain, 
in which instance, grass or mold or both may 
have started the attack. 


Home environment is an important factor. 
There are many allergens in the house dust, too 
numerable to mention, many are unknown frac- 
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tions, some or any of which may be responsible 
for the reaction. 

Sucden thermal changes which produce physi- 
cal allergies may initiate symptoms. Seasonal 
yariat'ons corresponding to pollination, change 
in co-metics, drugs or other unusual contacts, 
chanye in residence or occupation, house clean- 
ing, »edding, pillows, mattresses, and contact 
with dogs, cats and horses must all be considered. 

It must be determined if the symptoms are of 
long or short duration, if the patient has had 
nasal treatments over long periods of time and 
the «xtent of nose and throat surgery. It is 
not ‘nusual for a patient to state that he has 
had everal surgical procedures in the nose. 

S: aptoms vary with the individual and with 
the ausitive agent. Severe typical allergy is 
asso. ated with sneezing paroxysms, marked 
nasa blockage, profuse mucoid or watery dis- 
char e. Posterior drainage and paroxysms of 
coug i are common. Asthmatic symptoms are 
pres nt in a relatively large percentage of severe 
case. 

I) atypical cases the symptoms are usually 
milder, the only complaints may be nasal stuffi- 
nes:. inability to blow the nose, post-nasal drain- 
age and chronic cough; a cold that has persisted 
for several weeks or months. 

Cytologic examination of the secretion is one 
of the most dependable diagnostic procedures. 
In pure allergy the cellular constituents are 
mainly eosinophiles with occasional neutrophiles, 
epithelial and round cells. In mixed allergy 
and chronic infection, neutrophiles and eosino- 
philes are both present. The eosinophiles are 
frequently found in clusters or groups, whereas, 
the neutrophiles are more evenly distributed 
throughout the field. In acute infection super- 
imposed on allergy the neutrophiles may be so 
marked that they entirely overshadow the eosin- 
ophiles and until the acute phase subsides the 
eosinophiles do not reenter the secretion. In 
mild cases repeated examinations may be: neces- 
sary to “establish the presence of eosinophiles. 
One negative examination does not rule out the 
possibility of allergy. 

X-ray findings of the sinuses in allergic dis- 
ease are variable. They may show simple edema, 
chronic thickening of the membrane or even 
polypoid changes of marked degree. The x-ray 
may show normal sinuses shortly prior to an 
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acute allergic reaction and after the reaction has 
developed a marked oedema may result. Re- 
current attacks of acute oedema often result in 
a chronic thickening of the membrane. When 
the x-ray findings are correlated with the clini- 
cal findings, the history, and cytologic study, a 
more accurate diagnosis can be made. If on 
x-ray examination one finds a rather uniform 
density throughout the sinuses, it is highly sug- 
gestive of allergy rather than a chronic sinusitis. 
Usually when a diagnosis of allergy is sus- 
pected in a patient with chronic nasal symptoms, 
it becomes necessary, because of the lack of fa- 
cilities, to have an allergist in consultation for 
the completion of the diagnosis. The patient’s 
problem however, still is one which pertains to 
Rhinology and it remains for the rhinologist, 
because of his specialized training and under- 
standing of the nose, to continue in the care of 
the patient. In such patients, both phases of 
treatment must proceed hand in hand. 


It is not necessary for the rhinologist to be- 
come an allergist in order to make an accurate 
diagnosis in 90% of his allergic patients, even 
though it is felt by some, every rhinologist should 
be his own allergist. The only necessary equip- 
ment which he needs is a set. of pollen extracts 
common to his locality. The other common in- 
halants including house dust and a few of the 
most common foods of the daily diet together 
with a bottle of stain for the preparation of the 
nasal smear for cytologic examination. 


There are two methods of skin testing in 
common use — the scratch test and the intra- 
cutaneous test. The scratch test should be used 
when concentrated extracts are used. There are 
many people who are mildly sensitive that will 
show no reaction by this test. The intra-cutane- 
ous method is much more sensitive and should 
be used with dilute solutions and then only if 
the scratch test fails. Pollen extracts should be 
used in scratch testing, the other inhalants, 
house dust and foods should be used intrader- 
mally. It is for the occasional case that special 
testing and occupational dusts are necessary to 
complete the skin testing part of the diagnosis. 


Skin testing is quite reliable when testing 
with pollen extracts. In these cases positive 
reactions and a positive clinical history give a 
dependable guide to the causative factor. Test- 
ing with food extracts is only 50% reliable at 
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best. Many patients will show a large number 
of positives to foods with which they never come 
in contact or there may be too many positive 
reactions to give a definite diagnosis. 

In either method of testing, it must be re- 
membered that a dermagraphic skin will give 
many false positive reactions — in these only a 
relative reading can be made. 

The treatment of pollen allergy or seasonal 
hay-fever must be associated with a knowledge 
of the pollens which are present in the locality 
and the daily atmospheric pollen counts as rec- 
ommended by Wodehouse®. The treatment may 
be perennial, preseasonal or co-seasonal. The 
preseasonal and co-seasonal method is as satis- 
factory as the perennial with less trouble and 
expense to the patient. However, many prefer 
the perennial method of treatment. 


The use of the high dilution, small dosage 
method recommended by Hansel’, is used. .02 
e.c. of the following dilutions: 1-10,000,000, 
1-1,000,000 and 1-100,000 are first tried as a 
guide to treatment. If a wheal of 10-15 mm. 
is noted with any one of these, then no further 
dilution need be tried and treatment is started 
with .10 ¢.c. of the next higher dilution. By 
using this method there is little or no danger 
of exacerbation of symptoms or constitutional 
reaction. The dosage is increased by .05 cc. at 
5 to 7 day intervals and continued throughout 
the pollenating season, which ih some cases may 
include all three seasons, until satisffetory dos- 
age has been obtained. 


In the treatment of all allergic disorders the 
ideal situation is to avoid or eliminate ali the 
offending factors. This however, is often im- 
practical or even impossible. This proves to be 
the case in inhalant allergy caused by house 
dust. Best results have been obtained by the 
use of a composite house dust extract given in 
small optimum dosage rather than in increasing 
concentrations or large top dosage. 


Experience has shown that small doses of a 
dilution of 1-100,000,000 in the severe cases is 
satisfactory, while in those that are not severe 
dilutions of 1-10,000,000 give better results. In 
some of the atypical cases with very mild svmp- 
toms the dosage may be as strong as 1-1,000,000. 
The dosage should be increased .05 ce at 5-7 day 
intervals until symptoms are under control and 
ence a satisfactory dosage has been obtained it 


should remain there. The interval should then 
be lengthened from 7 to 10 days with a gradual 
increase in the time interval. Many patients 
do well on an interval of six weeks or longer 
once they are regulated. 

When there is an exacerbation of symptoms, 
the dosage should be reduced by .10 ce. and if 
symptoms do not improve the next higher ilu- 
tion should be used. In certain instances it is 
necessary to manipulate the dosage to arrive at 
the optimum dose. It is well to assume that 
if the symptoms are no better on increasing dos- 
age, the extract is too strong. The optimum 
dosage in the same individual may vary at dif- 
ferent times, and hence require further manipu- 
lation. 

On cases of dust allergy there is frequently 
an associated mold allergy. Alternaria is the 
most common offender. It has been found that 
on the addition 10% mill dust as prepared by 
Wittich, which includes all the molds, rusts and 
smuts, that there has been improvement in the 
results obtained on mold sensitive patients. 


In the management of food allergies, the clini- 
cal history and skin tests give valuable clues, 
However, if results are not satisfactory by the 
elimination of such substances, elimination diets 
as outlined by Vaughn’, Rowe*®, Hansel’ and 
Rinkle, may be necessary. The injection of 
food extracts has never proved satisfactory, al- 
though at the present time valuable work is be- 
ing done along these lines which may result in 
better hyposensitization with extracts. 


Nasal polyps have been the subject of much 
controversy for a number of years by many of 
the foremost authorities in otolaryngology. 
Various classifications, most of them on a patho- 
logic basis, have been used. Among the early 
observers the classifications were mainly on the 
basis of infection, or hyperplasia. Until more 
recent years no consideration was given to the 
allergic origin of polyps. At the present time 


there are two schools of thought on this subject. - 


One believes that infection is the primary factor 
and the other believes that allergy is primary 
and that infection is a secondary factor. There 
is much evidence in the literature to support 
both views ; however, there is increasing evidence 
that allergy plays the major role in the develop- 
ment of polyps. 


It is not far amiss to state that nearly every 
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otolaryngologist has had the experience of having 
performed an ethmoidectomy with the removal 
of larze masses of polypoid tissue and was satis- 
fied with his operation upon its completion only 
to fin’ that within a few weeks there was a re- 
curre'ce of some of the polypoid tissue. It is 
not uncommon for a new patient to come into 
the o!"ice with a nose full of polyps, a history of 
havirg had them removed on several previous 
occas ns, and on inspection to find the typical 
picture of an allergic nose with large oedematous 
poly; s present. Such experiences as these in- 
dicat’ that the causative factor has not been 
adeq: ately determined, nor is the treatment 
satis! ictory. Because, in this group of patients, 
man\ will give a definite allergic history and 
pres it allergic symptoms, they should have a 
com iete and thorough allergic study including 
the uecessary laboratory work, cytologic deter- 
min: tion of the nasal secretion, x-rays of the 
sinu-es and skin tests prior to further antici- 
pate surgery. If surgery is performed, micro- 
scop'c examination of all tissue removed should 
be isade. Allergic therapy should then be in- 
stituted in the followup treatment. 


In a series of 77 cases of nasal polyps, 14 or 
18.2° failed to return for further diagnosis or 
treatment and must be excluded from compara- 
tive figures. In the remaining 63 cases, 9 or 
14.3%, no proof of an existing allergy could be 
substantiated. In 13, or 30.6%, the polyps were 
small, Grades I and II. There was a fair breath- 
ing space, no gross evidence of infection and a 
positive nasal smear, no polyps were removed. 
In all of this group the polyps were seen to 
shrink or remain constant in size under adequate 
allergic therapy. The remaining group con- 
sisted of 41 cases, or 65.4%, with large polyps, 
grades III and IV, obstructing the nasal pas- 
sage, plus positive nasal smears. ‘These were 
removed surgically. In 10, or 23.9% there was 
marked purulent infection associated with the 
allergy. In the other 31, or 76.1%, no infection 
was found. 


In all cases in which the allergic therapy has 
been used in the followup treatment there has 
heen an improvement, in the general condition 
of the nose. In 12, or 28.8%, there has been 
some return of the polypoid tissue. In only 5 


has there been a necessity for further removal 
of tissue and in 2 of these there was a small 
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polyp obstructing the frontal sinus ostium caus- 
ing intense frontal headache which was relieved 
following removal. In 2 others the purulent 
infection has persisted. 

Drug therapy is directed at combating the 
effects which histamine produces. The antihista- 
minic drugs are more commonly used today than 
any other group. They all show an antagonism 
for histamine, they do not have any effect on 
smooth muscle or on the peripheral vascular 
system. They do not effect histamine, but rather, 
they act as a blocking agent which prevents his- 
tamine from reaching the cell receptor mecha- 
nism. In these cases in which there is a true 
antigen antibody reaction, the histamine release 
is intracellular which is the probable reason for 
the failure of the antihistaminics to relieve 
symptoms. 

Because of the great popularity of the anti- 
histaminie drugs at present the sympathomi- 
metic amines are not being used to the extent 
that they were formerly. Jt is well to remember 
that they are still of value when some of the 
newer drugs fail. 

It should be pointed out that prolonged use 
of drugs may render them less effective by the 
patient building a tolerance to them or by pro- 
ducing a damaging effect on the tissues. Also, 
that in some instances, drugs produce sensitivity 
reactions. 

In most instances adequate desensitization 
therapy and the discriminate use of drug therapy 
will produce gratifying resuits in patients with 
allergic disease of the nose and paranasal sinuses. 


CONCLUSIONS 


. Allergy is an important phase of rhinology. 

2. Histamine release is responsible for allergic 
symptoms. 

3. Adequate history, physical examination, 
cytology of nasal secretions and skin tests 
are necessary for a diagnosis of allergy. 

4, Seasonal allergic rhinitis is due to pollen 
sensitivity. 

5. Small optimum dosage technique as rec- 
ommended by Hansel is used. 

6. Careful use of antihistaminic and sympa- 

thomimetic drugs are of value in treatment. 
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“There sat in a window a certain young man they are s@ startling that they bear repeating. pea 
named Hutychus, being fallen into a deep sleep; First, let us always keep this fact in mind, ‘hat men 
and as Pan) was long preaching, he sunk down accidents are the number one killer between the "i : 
with sleep, and fell from the third foft, and was ages of 1 to 25. W A 
taken up dead.” Accident death rates have decreased, but not h F 
This quotation from the Bible is one of the nearly as much as the rates for many diseases. sig 
first accidents recorded in our literature, When  ‘1n 1930 accidents were the third cause of bis | 
we read a headline today of a toddler falling death. In 1950 accidents were the first cause of a 
through an unlatched screen on a third floor it death, 
is almost a duplication with the date line Not so many years ago the prevention of dis- the : 
changed a few centuries. ease was thought of as either vaccination agaist ll 
What is the reason for the lack of “talk ap- small BREF aprentiving, do with pehte health I 
peal” concerning the subject of accidents? If Measures In an epidemic. Today it is assumed ‘et 
the title of this paper had been announced as ‘Pat we will spend a great deal of our time pre- ‘ 
a new vaccine for poliomyelitis, there wouldn’t venting os ai through inoculations, drugs and pr 
have been standing room, amd-yet accidents in Therefore, in discussing the various ac- 
Tilinois in 1946-49 killed 10 times-as many pis T shall 
4 ; conhnue 8 Int OL vlew Stress) e@ pre- 
children as did polio and it crippled more chil- P 
There are a number of fundamental problems mad 
ago, that make accident prevention much more diffi- arr 
back in the early thirties, talks about polio were , ° 
cult than disease prevention. When we go after I 
yon we can wage all out war against a germ. the 
many cases 88 we do now. But now poliomyelitis This is like the modern concept of “hot or shoot- chat 
lays to a packed house especially if there is the | = Ss a : 
. cil lity of thi Porha th ing war” where everyone is mobilized against prot 
inereasing relative importance of accidents in dent preven tion is more like a “cold war”, It the 
ing of interest in our role as doctors both in care is don’t 
our enemy is actually at war with us or not. evel 
XN ow, belore J get on to specific pediatric 4C- Above all we are sometimes pitted against our pea! 
lot & ‘few words about accidents man and even against some fundamental tha 
in general. I know that statistics are boring aracteristics of human nature. Thi 
and you’ve all heard figures about accidents, but In the first place we are not really fighting ma, 
against the things which cause accidents. It is the 
Presented before the Section on Pediatrics, Minois jmportant for people to realize that our world tive 
= er inna 112th Annual Meeting, Chicago, is full of objects and forces which in themselves of | 
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are neither friendly nor unfriendly, neither safe 
por unsafe. “The total depravity of inanimate 
things” as exemplified by the “elusiveness of 
sap, “he knottiness of strings, the transitory 
nature of buttons. . .” has furnished the subject 
for a}. amusing essay, but actually we attach 
no blo ne to things for the qualities which give 
them ‘he power to exasperate or harm us. If 
we sip on the elusive soap, or the baby finds 
and (\okes On the missing button, we do not 
Ylamc the soap for being slippery or the button 


for boing smaf? enough to go into the baby’s 


mout). Im most accidents, we find somewhere 
along the line the human touch operating as a 
know’ or unknown factor. And so in safety 
educe ion it is necessary to correlate both ele- 
ment in the accident picture — human nature, 
and ‘he nature of the things and forces with 
whic’ human beings come in contact. 

Veey early in life the child begins to learn 
the r iture of things and their uses — that knives 
are Ss arp, for example, and are useful for cutting 
his :ead. Sharpness makes a knife as effective 
in cu ting fingers as in cutting bread. The child 
learns that it is the way in which he handles 
the :nife which makes it useful or harmful to 
him. 
In evaluating the human element, we must 
realize that of all living creatures, human beings 


alone have developed the ability to think, reason, 


and remember. ‘This faculty makes them im- 


mensely more adaptable than other living cTea- 
tures. While this mental adaptability and its 


corollaries, inventiveness and dexterity, have 
made possible our astounding progress, they have 
carried with them a hidden hazard. 


It has been pointed out that human beings are 
the only living creatures who have “taken a 
chance. We left the shelter of the trees and the 
protection of the caves; we played with fire; we 


crossed the perilous seas; we have dared to leave 
the earth.” It is this characteristic of human 


nature that adds to the dilemma in safety edu- 
cation. Feats of heroism, thrilling adventures, 
even scientific research and exploration, are ap- 
pealing, especially in youth, for the very reason 
that they often involve taking a sporting chance. 
This human characteristic undoubtedly poses a 
major difficulty, and let me say in passing that 
the only way to counteract it is to use construc- 
tively the craving for excitement and the love 
of adventure which seem at first sight to exert 
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a pull in the opposite direction from the objec- 
tive of safety education. For youngsters a dis- 
tinction is made between “good adventures” and 
“bad adventures”. For older boys and girls 
emphasis is laid on the stupidity of spoiling a 
good time, or of allowing one’s self to be taken 
out of the running, temporarily or permanently, 
for lack of know-how in doing things, or for 
want of knowing or respecting the nature of the 
things and forces with which one deals. In all 
accident prevention we need to weigh these 
Syndamental factors of the neutral quality of the 
inanimate factor of most accidents, our need to 
evaluate the human role in Jearning to use safely 
these inanimate objects, our fundamental drive 
for change, excitement and taking a chance and 
the element of boredom in waging a cold war 
against accidents. 

Statistically, what is the typical, ie, most com- 
mon accident in childhood? According to a 
survey made in 1941 by Metropolitan Life In- 
surance Company a typical accident can be de- 
scribed as follows: “The victim received cuts of 
his legs as a result of a fall on a level surface 
against a tool, (or household furnishings) while 
he was walking (or running), in the dining or 
kitchen quarters of his home’. Now obviously 
we can’t avoid all such accidents as these, but it 
seems to me that about the only way we can 
work to lessen these “typical” accidents is by 
education. Who must be educated ? 

In 1948 the American Academy of Pediatrics 
put on a campaign to educate the doctor regard- 
ing accident prevention. I’m afraid most of us 
didn’t pay enough attention to it and we have 
probably done very little about it since. First, 


the general practitioner and then the pediatrician 
are best able to educate the parents of the toddler, 


who is the most accident prone individual. We 


are often very close to the parents of our one 


year old patients and that is the time when we 
should start our campaign. There are many ways 


in which we can sow the educational seeds among 
our patients and although results are not imme- 
diately apparent every bit of propaganda is bound 
to help. ‘The least we can do is to talk to parents 
and bring the problem to their attention. Then 
we can give them pamphlets which can be ob- 
tained from the Safety Council or the Metro- 
politan Life Insurance Company. Edward Press 


has suggested that a home safety check list be 
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given to parents about the time the child is 8 
months old. Such a list could be filled out by 


the mother and discussed with her at the follow- 
ing visit. In addition we can prepare mothers 
for certain developmental periods which can be 
dangerous. For example, most mothers don’t 
know when to expect their first child to be able 
to turn over, roll off a bed, table or bathinette. 
Proper preparation might save baby and mother 
from a frightening experience. Dietrich points 
out that we must give the young infant 100% 
protection, then we must gradually substitute 
learning experiences for this protection. It has 
been said the 6 vear old is about 75% inde- 
pendent and we can give him only 25% protec- 
tion. Therefore the parents must have replaced 
the 75% of the protection they gave him thru 
education as to the dangers about him and ways 
of meeting and avoiding these dangers. Thus, 
if we ourselves are accident conscious, we can 
impress the parents, who in turn can help to 


educate the child, 


Turning again to fatal accidents we see the 
causes of death in the preschool child. Consid- 
ering first the leading cause of accidental death, 
the motor vehicle, we see how many of these 
children are killed by being run over or hit as 
contrasted with those killed while riding in a 
car. We know that most of our patients who 
meet with an auto accident aren’t killed, but 
the statistics are startling... There are 12,000 
children killed annually and for every ‘one of 
these, 6 go to the hospital and 21% are perma- 
nently injured. There is no need to dwell on 
the treatment of the fractures, lacerations, in- 
ternal injuries, etc., but pediatrics can make a 
contribution in prevention. Actually pediatrics 
is the very foundation stone of accident preven- 
tion, because, as mentioned above, we have access 
to the parent and the child at the beginning of 
life when patterns are being learned. I’m sure 
that we all realize our responsibility, for example 
in guiding the child’s psychological development, 
but how often do we think of the fact that we 
can help thru our educational program with the 
mother to set the pattern for the child’s accident 
prevention program for the rest of his life, in 
the home, in sehool, as a teen age driver and later 
when subjected to occupational hazards. 


Another frequent type of accident seen by all 
of us is the burn. 


Obviously, burns vary from 


the little ones that parents treat to the 
severe ones that cause 28% of accident 
fatalities in the group, 1-4 years. This group 
ranks second only to transportation fatalities, 
There are almost as many treatments for !urns 
as there are burns, therefore I shal] not atiompt 
to discuss or evaluate them here. Some burns 
result from the actions of other people, stich ag 
spilt liquids or burning houses, pro)ably 
most are caused by the individual’s own mistake, 
Therefore, we must come back to personal edu- 
cation in our campaign to prevent this type of 
accident. In the preschool age the Mother inust 
strike a balance between stifling the child’s nat- 
ural curosity and at the same time restraiti his 
exploration of stoves, matches, electric light 


plugs, ete. 


Statistically, drownings come next, and while 
we don’t see many in our individual practices, as 
doctors we can make a community contribution 
in this area. We can urge ‘that our fire and po- 
lice departments have proper equipment and 
training and that proper supervision of public 
bathing facilities be maintained. 


Next, I must say something about falls. It 
seems to me that I see (or at least hear about 
them on the phone) more injuries due to falls 
than anything else. In this connection we must 
remember that minor falls and injuries are of 
definite educational value and a certain amount 
of pain is a good teacher. Personally I never 
cease to marvel at the individual variations in 
relation to falls. A small tumble will result in 
a broken bone for one child while another can 
fall a great distance without harm. To my mind 
no one has very satisfactorily explained this. 
Right here is a good place to bring up the prob- 
lem of accident proneness. Here there are 2 
groups of factors operating. First, there are 
the physical; vision, hearing, neuromuscular co- 
ordination, ete. Second, naturally there are the 
emotional factors. So far, psychologists have 
been unable to devise tests for accident prone- 
ness, though they have tried. Much needs to 
be learned about how the emotional home situ- 
ation is important in determining accident prone- 
ness and even more so in developing the child’s 
accident prevention program. The parent must 
steer a middle course between over-protection and 
indifference, just as the doctor must steer a 
course between frightening parents about acci- 
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dents and indifference to the problem. When a 
child senses his parents’ love and affection and 
realizes that they will try to prevent his being 
purt it should increase his sense of security. 
Dietri-h has brought up the problem of discipline 
in thi connection which is as “necessary to the 
child’. happiness as to his life. Due to recent 
psyehvlogical fads many children have been de- 
privec of the physical and emotional security 
that osts on mild, consistent, and logical dis- 
ciplin’”. 

Th n there is a type of accident proneness 
that -eems to come to the teen ager, especially 
to th. insecure or negativistie boy or girl who 
must “show off” to his colleagues, particularly 
when he has just been placed in controi of that 
most ethal of all weapons, the automobile. Here 
is a i eld where the mental hygiene clinic should 
be alle to help and some cities have developed 
“scci lent clinies” for the prevention and study 


of ac idents. The driving classes being developed 
in ovr high schools seem to be doing a good job 
of prevention in this area too. 

Po'sonings in small children arise with un- 
expe ted suddenness in all our practices. Aside 
fron’ general measures, the treatment depends 
on tie specifie nature of the poison (if you can 


find out what it was). Personally I have to keep 
a good reference book handy. As for prevention, 
here the physician can do something specific in 


the way of warnings and instructions to parents 
regarding drugs and household chemicals. We 
can also take precautions about the drugs we send 
into the home. 


Time does not permit a lengthy discussion of 
all the many objects and situations that cause 
accidents to children. As a matter of fact, this 
multiplicity of causes is one the difficulties in 
accident prevention because neither patient, par- 
ent nor doctor can always remember all the 
hazards. So far, I have emphasized the things 
we physicians can do in our personal relationships 
with our patients, but we must remember that we 
should also play an active part in safety programs 
in our communities in cooperation with the many 
agencies interested in child safety. 


In closing, let me say that my only object in 
speaking to you today on this subject is to make 
you more accident conscious and to remind you 
that, percentagewise, you can save more lives 
through accident prevention than in any other 
activity, because accidents kill more of our chil- 
dren than any other agent. 


614 S. Seventh St. 
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EMERGENCY ANESTHESIA 


A word of caution regarding general anesthesia 
in the emergency case: Try to ascertain how 
long before injury or the onset of the acute proc- 
ess the patient has had food. Invariably, gastric 
function stops after injury or with severe acute 
pain. It is very important that the stomach 
be emptied if undigested food is reasonably 
suspected to be present. More tragedies have 
occurred from the vomiting of food by the emer- 
‘gency patient during some phase of an inhalation 
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anesthetic, with aspiration into the lungs of an 
undetermined quantity of the material, than from 
any other factor due to anesthesia. It may be 
unkind to subject the injured or acutely ill 
patient with a full stomach to gastric lavage 
or emesis but he will invariably vomit sooner 
or later and it is much better that it be done 
under controlled conditions. Martin N. Ander- 
son, M. D., Premedication and Choice of Anes- 
thesia in the Surgical Patient. J.M.A. Alabama, 
Sept. 1952. 
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The question sometimes arises as to what ex- 
tent can one substitute laboratory data for clini- 
cal judgment. Also, to what extent can clinical 
experience concerning the usual course of a dis- 
ease replace laboratory data. It is apparent that, 
in general, these two sources of information must 
be correlated and integrated with one- another. 
It is only through such a combination that one 
can provide the best possible care for the patient. 

There are many conditions in which one can- 
not intelligently regulate the therapy of a pa- 
tient or provide an accurate diagnosis without 
considerable laboratory data. However, there are 
numerous clinical conditions that may give rise 
to the same laboratory findings. Hence, the 
clinical findings and history must be related to 
laboratory data in a given instance and the con- 
clusion drawn must be consistant with all find- 
ings. There are certain aspects of disease in 
which the contributions made by biochemistry 
are most apparent and we may consider both the 
normal and the pathological variations of a few 
constituents of the body as a basis for relating 
the chemical value with the state of the patient. 
It must be recognized somewhere along the 


line that one’s understanding of the metabolic 
significance of any constituent is an impvrtant 
factor in determining how much worth labo- 
ratory data may have for the doctor in a siven 
instance. Laboratory data in itself may con- 
tribute little or only serve to confuse the doctor, 
if not correctiy interpreted and applied t» the 
problem at hand. 

Before taking up specific instances, it might 
be worthwhile to make a few comments re::ard- 
ing laboratory data in general. In the first 
place, the doctor must remember that labor.itory 
data are not necessarily correct. It is necessary 
to be sure that only verifiable information shall 
enter into the reasoning of the physician. Ab- 
normal results that may influence diagnosis or 
therapy should be thoroughly established and 
verified, particularly if they seem inconsistent 
with the rest of the laboratory data and clinical 
picture. It is surprising how often isolated de- 
terminations are used as a basis for diagnosis 
and medication without adequate verification. 
Not only do analytical errors occur, but there are 
errors in the collection and preservation of speci- 
mens. For example, chloride, carbon dioxide and 
pH values may be misleading if the blood is not 
collected correctly. Twenty-four hour urine 
specimens are very frequently unreliable as in- 
dicated by wide variations in creatinine excre- 
tion on successive days in the same individual. 
Furthermore, a specimen may have been collected 
at a time that was not representative of the pa- 
tient’s condition. For example, I remember an 
instance of a patient diagnosed as having adrenal 
insufficiency based upon laboratory data ob- 
tained shortly after a vasomotor collapse follow- 
ing the I. V. injection of diodrast. The blood 
obtained shortly after a period of shock was 
high in potassium, low in carbon dioxide, and 
had some elevation of non-protein nitrogen. ‘Ihe 
complaints which brought the patient to the 
hospital were fatigue, weakness, poor appetite, 
etc. The Kepler-Power water test gave a low 
A-value. The patient was given medication ‘or 
adrenal insufficiency for one year. Readmis- 
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sion to the hospital at that time led to studies 
that established the presence of adequately func- 
timing adrenals. The patient actually had 
some renal impairment secondary to pyelone- 
phritis. This is an instance in which the labo- 
ratory data were accurate for the circumstance, 
put did not represent the steady state for that 
perso:. The circulatory collapse caused ex- 
cessive tissue breakdown and chemical changes 
which might have been due to several different 
causes. One must interpret the data in the light 
of the circumstances under which it is obtained. 

Let us superficially review some constituents 
of urine and blood that are determined frequent- 
ly. ‘or example, 17-ketosteroid concentration 
in the urine may aid in the diagnosis of Addi- 
son’s disease, but there are a number of condi- 
tions that may give similarly low values —- de- 
bility. pituitary and gonadal failure and myxe- 
dem: will serve as illustrations. I recall a young 
man who was diagnosed and treated as having 
Addi-on’s disease. He had a low 17-ketosteroid 
excretion as well as most of the other laboratory 
findings characteristic of this condition. There 
was no eosinopenia following the injection of 
epinephrine or single intramuscular injections 
of ACTH. The systolic blood pressure was low 
and there was a flat carbohydrate tolerance test. 
Positive proof of adrenal gland function was 
obtained by the daily intravenous administration 
of ACTH for ten days. This is an instance in 
which most of the laboratory data were combat- 
ible with a diagnosis of Addison’s disease but 
certain items of the history were not character- 
istic of the condition. 

Interpretation of the carbon dioxide combin- 
ing capacity of the serum is sometimes confus- 
ing unless one relates the data to the clinical 
state of the patient. For example, a high plasma 
carbon dioxide content may occur in a metabolic 
alkalosis, (e.g. chloride loss) or a respiratory 
acidosis (secondary to emphysema). A low 
carbon dioxide combining capacity may result 
from a xespiratory alkalosis (hyperventilation) 
such as may result from central irritation, or 
from a metabolic acidosis as in renal failure or 
uncontrolled diabetes mellitus. Usually the 
clinical state enables one to correctly interpret 
the laboratory result. 


The concentration of serum sodium is an un- 
satisfactory guide of the sodium content of the 
body or of the extent to which it has been stored 
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excessively or depleted. Changes in the hydra- 
tion of the body usually precede changes in 
sodium concentration due to sodium retention 
or depletion. Serum sodium values are usually 
normal or low in sodium retention secondary to 
circulatory failure, and may be normal, low or 
high in dehydration, the value depending upon 
the relative amounts of salt and water in the 
body. The serum sodium concentration in adrenal 
cortical hyperfunction may be normal even 
though a marked retention of sodium occurs. 
This fact is another illustration that the unit 
concentration of this substance gives little or 
no evidence as to how its regulatory mechanism 
is functioning or whether the sodium balance 
of the body is positive or negative. In general, 
a primary sodium depletion will tend toward 
low serum values while a primary water loss will 
tend ‘toward high values, but this rule is not 
invariable. 


Constituents of greater constancy of concen- 
tration in body fluids are calcium, phosphate 
and potassium. The renal and endocrine mecha- 
nisms for regulating their concentration in blood 
plasma appear to be more sensitive than for 
sodium. Relatively large amounts of calcium, 
potassium and phosphate can be transferred from 
the gut or tissues and excreted in the urine with- 
out any significant change in their plasma con- 
centration. Therefore, the unit concentration 
may give one little insight into bodily dynamics 
until the capacity of the body to adjust to ab- 
normal states has been exceeded. For finer dis- 
tinctions in the relative rates of ingress and 
egress of these constituents one must rely upon 
balance studies. It follows that high or low 
blood plasma concentrations of calcium, inor- 
ganic phosphorus or potassium will only occur 
when marked changes have been produced in 
their metabolism. The isolated laboratory find- 
ing may be of little value in directing the doctor 
to the basic defect in the body’s function. How- 
ever, given a recognized defect in the bodily 
processes, an abnormality in the plasma concen- 
tration of one of these constituents tells one 
much regarding the extent of the impairment. 


One cannot rely on the electrocardiogram to 
demonstrate the exact nature of an electrolyte 
imbalance. For example, patients in uremia 
with normal serum potassium and low serum 
calcium values have electrocardiographic changes 
similar to those produced by a high serum po- 
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tassium and a normal calcium concentration. 

There are many realms in which the physician 
must rely almost exclusively upon the laboratory 
for the information essential for diagnosis. Dis- 
turbances in endocrine function and errors in 
metabolism illustrate this statement. One is 
largely dependent on chemical findings for proof 
of the extent and nature of any metabolic defect. 
The degree and progress of renal impairment can 
best be followed by studying the composition of 
the blood in relation to the renal excretory load. 
Many other illustrations might be cited where 
laboratory findings may serve as an aid in diag- 
nosis and treatment. It should be emphasized 
that laboratory data are of little or no value 
unless the physician is thoroughly familiar with 
the physiological and pathological factors that 
may influence the concentration and metabolism 
of a given constituent. The physician should 
always consider laboratory data in the light of 
the physiological circumstances under which 
they were obtained. It seems unlikely that there 
will ever be an adequate substitute for judg- 
ment ‘and experience. However, the laboratory 
provides the exact details that enable the physi- 
cian to practice quantitative medicine and to 
make fine shades of distinction regarding the 
functional alterations that occur in disease. 

Dr. Richard J. Winzler, Professor of Bio- 


ratory findings can be more confusing than help- 
ful if they are not evaluated.in the light of 
clinical observations. 

I would like to raise another point that makes 
for confusion in the interpretation of laboratory 
findings — the reliability of the determination 
itself. A few years ago a series of replicate 
serum samples were sent to some thirty different 
laboratories in the same city for routine deter- 
mination of calcium, glucose, NPN, ete. When 
the results of these unknowns were compiled, the 
discrepancy was disturbing, different laboratories 
reporting results varying by 300 to 400 percent 
for the same determination. The physicians 
practicing in this city could become very con- 
fused with such laboratory data. My question is 
“How important a practical problem is the ques- 
tion of the reliability of laboratory data?” 

There is another question that I would like 
to raise. How many of the determinations that 
are sent to the laboratory are really valuable and 


necessary? It was noted that one of the two 
diabetic services operating in the same large west 
coast hospital had been requesting much more 
laboratory work than the other. Examination of 
the records over a period of several years revealed 
no differences in average hospital stay or in 
morbidity rates. The question as to whether the 
large laboratory load from one of these services 
was justified, therefore, was not answered. May 
I suggest, then with tongue in cheek, that 
space be provided on laboratory forms for indi- 
cating the justification of a particular determi- 
nation. 


Dr. H. J. McDonald, Professor of Biochcmis- 
stry, Stritch School of Medicine, Loyola Univer- 
sity: Wide variations in the reports received 
when identical samples of a given materia! are 
sent to different laboratories are often only an 
indication that many of the persons engaged in 
clinical chemical laboratory work have not re- 
ceived sufficient training for the job at hand. 
When we realize that it is possible for a high 
school graduate, on the completion of a course 
of a few months duration in a proprietary school 
for the training of laboratory technicians, to 
secure employment involving the carrying out of 
clinical chemical procedures, — the validity of 
such experimental work is certainly questionable. 
Many of these people, I am sure, could not prop- 
erly define a one molar solution. - It is not bio- 
chemistry, per se, which is on trial in such cases. 
The poor showing in laboratory determinations 
is here simply due to poorly prepared laboratory 
technicians. If only laboratories where the work 
is in charge of persons properly trained in chem- 
istry were investigated, the results would be 
much better. 


Dr. Robert M. Kark, Professor of Medicine: 
One problem of laboratory tests in relation to the 
clinical practice of medicine is that each test has 
limitations as well as usefulness. Although most 
physicians are aware of the usefulness of tests, 
few recognize their limitations, with regard to 
methodology and interpretation. Not only is 
it important for the physician to recognize that 
technical difficulties or poor technique may give 
him incorrect data but he must realize that his 
interpretation of the data may not be valid be- 
cause of present limitations of knowledge. For 
example, it is now becoming clear that measure- 
ments of electrolytes, such as sodium and potas- 
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sium, in plasma may not reflect what is happen- 
ing within the cell. 

Whenever we develop new laboratory tests we 
are prone to use them in clinical practice without 
knowing much about their variation in health. 
This is dangerous because in our ignorance we 
may diagnose disease where none exists. For 
example, twenty years ago when our knowledge 
of variation in electrocardiographs was not pro- 
found. physicians. produced many cardiac inva- 
lids because a “normal” electrocardiograph was 
thought to be “abnormal.” At present we are 
in danger of making invalids through wrong 
interpretation of biochemical tests because in 
many instances we have not yet collected enough 
data on physiological variations in health to 
know what the test means. For example, we all 


recognize in 1953 that creatinine/uric acid 
ratios are useless in the diagnosis of adrenal 
dysfunction but in 1950 many of us put great . 
stock in these ratios. It is also deplorable that 
some physicians neglect painstaking, thorough 
clinical examination of the patient, in favor of 
quick results obtained from a battery of labo- 
ratory tests. They hope to pull the diagnosis out 
of a hat like a magician. Unfortunately, this 
practice — or malpractice — seems to be in- 
creasing. In general, if the biochemical results 
do not fit in with the clinical picture, one should 
repeat the tests and if there is still doubt in the 
clinician’s mind, he should, more often than not, 
rely on his clinical judgment rather than on the 
results obtained from the laboratory. 


Errors and Failures in Gallbladder Surgery 


Robert J. Patton, M.D., M.S. (Surg.), F.A.C.S.* 
Springfield 


The surgery of gallbladder disease has been 
developed to the point where the risk is not far 
removed from the nearly negligible risk of appen- 
dectomy so far as operative mortality is con- 


cerned**®. But the failure satisfactorily to re- 
lieve or to ameliorate the symptoms of a variable 
proportion of patients presents a continued chal- 
lenge. 


Diagnostic Errors.—One outstanding defection 
has been the selection of the patient. Removal 
of a stoneless gallbladder is more likely to fail 
than to succeed in improvement of symptoms. 
Surgical gallbladder disease, with few exceptions, 
is calculous gallbladder disease. 


Certain pitfalls in differential diagnosis should 
be mentioned. Clear-cut gallbladder colic, with 
or without characteristic antecedent dyspepsia, 
is the commonest indication for surgery. The 
current emphasis on early operation in acute 
cholecystitis decreases the opportunity for lei- 
surely study. Prior recognition of gallstones by 
Presented before the Section on Surgery, Annual 


Meeting, Illinois State Medical Soc., Chicago, May 
13, 1952, 
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laparotomy for other disease, or by cholecystog- 
raphy, adds conclusive evidence in many Cases. 
Nevertheless in a large share of cases, more 
complete diagnostic studies are in order, as gall- 
bladder symptoms may so readily be mimicked 
by unrelated disease elsewhere. Careful anamne- 
sis alone may prevent diagnostic error. The 
surgeon who accepts the responsibility for oper- 
ation should review the history with the patient 
so that therewith he can correlate the subsequent 
operative findings and be in a better position to 
judge the extent of operation that is required. 
Variants of angina pectoris cannot always be 
ruled out by history nor examination, and, in- 
deed, electrocardiography may be inconclusive. 
Barium studies of the gastrointestinal tract may 
reveal esophageal hiatus hernia, cardiospasm, or 
peptic ulcer and pylorospasm, though ulcer is 
not uncommonly present concommitantly with 
gallstones. Spastic colitis or colonic spasm as- 
sociated with diverticulitis or incompletely ob- 
structing neoplasm must be given consideration. 
An increasing awareness of the serum amylase 
test has tended to decrease surgical intervention 
in acute interstitial pancreatitis; tumors of the 
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head of the pancreas or ampulla of Vater may 
occasionally be suspected by fluoroscopy. 
Radicular pain from vertebral osteo-arthritis, 
' protruded dise or spinal cord tumor can confuse 
the picture. Basilar pneumonia or diaphragmat- 
ic pleurisy, likewise, may in the early stage, 
simulate acute right upper abdominal pathology. 
Incarcerated epigastric or umbilical herniae may 
not be obvious in the obese abdomen. Diaphrag- 
matic parasternal hernia should not be over- 
looked. 


Hepatitis, with or without jaundice, is often 


mistaken for primary gallbladder disease, and 
liver function tests may be required for differen- 
tiation. The cirrhoses may require subtle dif- 
ferentiation from biliary tract disease. 

Not only failure to perform, but also failure 
properly to judge diagnostic procedures may lead 
to unnecessary surgery and failure. Nonvisuali- 
zation of the gallbladder may be due to improper 
preparation of the patient, vomiting of the dye 
or rapid evacuation of the dye by diarrhea. 
Cholecystography too soon after an acute gall- 
bladder attack may incriminate an organ that 
could concentrte adequately after recovery. Rare- 
ly a pigmented mole may cast a shadow sugges- 
tive of a calculus. Calcification in lymph nodes 
or costal cartilages may cause opacities overly- 
ing the gallbladder. Superimposed colonic gas 
forms a frequently misleading shadow. A right 
renal stone may be mistaken for an opaque gall- 
stone unless pyelography or lateral -cholecysto- 
grams are used. 

Therapeutic Errors.—Errors in treatment may 
as commonly be due to acts of omission as those 
of commission. Rarely would it be advisable to 
remove a gallbladder for chronic non-calculous 
disease without a thorough test of proper medi- 
cal therapy. And, by the same token, to deny a 
patient surgical relief when attacks are repeated 
is only to welcome the complicating sequelae that 
can increase the morbidity and mortality of med- 
ical treatment. Neglected gallbladder disease 
is a forerunner of common duct disease, stasis, 
dilatation, cholangitis, biliary cirrhosis, jaundice 
and the occasional development of malignant 
neoplastic changes. 

The risk will be minimized if the patient can 
be brought to surgery in optimum condition, and 
the details of sound preoperative management 
should seldom be omitted. Prior to operations 
of election, the malnourished patient should be 


prepared by proper diet to overcome protein and 
vitamin deficiencies; on the contrary, reduction 
of weight from the obese may lessen the operative 
risk. Diabetes, so commonly present in con- 
junction with biliary tract disease, must be wel] 
controlled. The hypoprothrombinemia associated 
with obstructive jaundice may be easily correctj- 
ble with the use of parenteral vitamin K. 

In emergency operations the correction of de- 
hydration and electrolyte imbalance should pre- 
cede surgery. Blood for transfusion should be 
available. The stomach should be emptied by 
suction, and the tube can be left inlying during 
and after surgery. 

Certain omissions of a technical nature at the 
time of operation may hinder a successful result, 
The operation of cholecystectomy may be con- 
sidered incomplete if, as occasionally occurs, the 
cystic duct is clamped and ligated without ade- 
quate visualization, and a segment of the ampulla 
or an enlarged cystic duct, possibly containing 
stones or debris, is left in situ possibly to require 
reoperation for removal. Incomplete investiga- 
tion of the biliary and associated systems may 
result in overlooked stones in the common duct, 
acute or chronic pancreatitis, tumors of the pan- 
creas or ampulla of Vater, fibrosis of the sphine- 
ter of Oddi, anomalies such as double gallbladder, 
or associated disease such as duodenal peptic 
ulcer. Failure correctly to recognize common 
duct pathology and to correlate the findings with 
the history so as to prompt exploration of the 
duct is a chief cause of recurrent symptoms. ‘The 
common duct may be explored in as high as 50% 
of cases by some surgeons, and stones in the duct 
are found in 25-40% of the duct explorations”*”. 
Common indications for choledochostomy are : 

1. Palpable stones in common or hepatic ducts. 

2. History or presence of jaundice not ade- 
quately explained by pressure on the duct 
from enlarged gallbladder or associated 
lymph glands. 

3. Dilatation of common duct; thickening and 
opacity of duct wall. 

4. Enlarged cystic duct. 

5. Presence of multiple bird-shot calculi in 
gallbladder; a cystic duct of small caliber 
in such cases may justifiably lead the 
surgeon to assume that any stone passing 
through it will be small enough to pass 
into the duodenum; there may he some 
gamble in this viewpoint. 
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6, Small, shrunken gallbladder; our experi- 
ence agrees with Cattell’s* that stones or 
sludge in the common duct are likely to be 
present when the gallbladder has reached 
this advanced state of disease. In addition, 
we find the removal of these gallbladders 
to be technically more difficult because of 
the retraction of the scarred tissues about 
the artery and duct causing a_ greater 
danger of injury to the right hepatic artery 
or duet. 


7. Nepeated attacks of cholangitis with chills, 
fever, jaundice. 

8, (loudy bile or “ground pepper” particles 
in bile issuing from cystic duct stump if 
inspected prior to ligation, or in bile as- 
} rated from the common duct. 


Chclecystostomy is a second choice operation 
excep! in poor risk patients, where simple re- 
mova! of calculi and drainage becomes the first 
choice. 


Whereas the errors of omission are predomi- 
nantly faults of surgical judgement, the errors 
of commission are, in the main, due to faulty 
techn:que. Inadequate respect for the operation 
of cholecystectomy is the fundamental reason for 
most of these errors, many of them tragic. Fail- 
ure to respect the operation begets a disinterest 
in the anatomy of the ductal system and of the 
vascular pattern which is so commonly the site 
of anomalous development. Inadequate exposure 
due to the choice or extent of incision may pre- 
vent recognition of anatomical structures. With- 
out adequate exposure of the cystic vessels, the 
eystic duct and its junction with the hepatic 
duct, any of several unplanned events is apt to 
occur. Traction during ligation of the cystic 
duct may result in tenting of the common duct 
and its inclusion in ligature or clamp. Hemor- 
thage from a poorly visualized and uncontrolled 
eystic artery with attendant blind application 
of hemostatic forceps easily results in crushing 
or ligation of the hepatic duct. Without ade- 
quate visualization of an edematous or scarred 
eystic duct a segment of the wall of the common 
duct may be excised, or, indeed, the duct may be 
unwittingly divided. The treatment of operative 
strictures of the common duct is not within the 
scope of this paper save to suggest that there is 
no treatment equal to the prevention of stricture 
by avoidance of trauma to the duct or by recog- 
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nition of trauma and primary repair at the time 
of injury. 

Ligation of the cystic duct close to the common 
duct under direct vision, without the use of 
clamps, prior to its division satisfies us as the 
safest technique. The cystic artery is dissected 
out separately and, when one is satisfied as to its 
identity, it may be ligated and divided much 
closer to the gallbladder than may the cystic 
duct. Double cystic arteries occur in as high as 
25% of cases and the great variation in pattern 
of the cystic artery demands vigilance, else the 
right hepatic artery may be ligated**®. This 
accident, always considered as a fatal error in the 
human, but seldom reported, may in the ex- 
perimental animal be ameliorated by high dosage 
of penicillin to prevent clostridial infection in the 
anemic liver? and may prove to be less disastrous 
in the human than formerly believed. Should 
the cystic duct contain small calculi, care must 
be exercised that calculi or fragments are not 
forced into the common duct, where they may re- 
main as a nidus and require reoperation. 


Insecure ligation of the cystic duct can result 
in serious or fatal bile peritonitis. Similar leak- 
age has occurred from puncture wounds of the 
common duct following needle aspiration and in- 
spection of the bile. Following removal of the 
gallbladder, its bed in the liver and the exposed 
structures of the gastrohepatic ligament should 
be reperitonealized to minimize adherence of 
the pylorus, duodenum or colon in the healing 
period. We will not take issue with those who 
prefer not to make use of a drain following the 
operation, other than to state that the occasional 
discharge of bile that is not expected from a 
wound in the first day or so after operation sug- 
gests that biliary radicles may be unwittingly 
opened in the gallbladder bed, and the practice 
of draining the operative site may occasionally 
prevent or minimize bile peritonitis or subphrenic 
and subhepatic bile collections. 


Gallbladder surgery is being extended to in- 
clude more common duct surgery by all surgeons 
who conscientiously review their own or others’ 
followup series. Recognition and division of the 
fibrotic sphincter of Oddi by the transduodenal 
approach is increasingly frequent. The operative 
cholangiogram has been in use by many surgeons 
for a long enough time to prove its value in 
minimizing overlooked common duct stones. The 
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lithophone is not in widespread use but may have 
its rightful place and is certainly indicative of 
a general effort to increase the success of the 
primary operation. Manometry of the ductal 
system is still in the experimental stage and 
seems a cumbersome adjunct to surgery, but 
greater understanding of the physiology of the 
ducts and ampullary sphincter system is sure 
to follow its acceptance®. 

Regardless of the conscientious application of 
these many principles and aids in the treatment 
of choledocholithiasis, the postoperative cho- 
langiogram before withdrawal of the T-tube all 
too frequently shows calculi or fragments re- 
maining in the duct. Most of these, no doubt, 
were overlooked in some manner, but surely 
many of them come down from the inaccessible 
intrahepatic ducts, which may actually be the 
site of origin. Modifications of Pribram’s method 
of dissolving these calculi by ether injections 
into the T-tube are useful in avoiding further 
operative intervention’®, 

In summary, the common ervors or failures 
in gallbladder surgery are reviewed. Errors in 
diagnosis account for a considerable proportion 
of these. Errors in therapy are: (1) acts of 


omission, principally errors in surgical judge- 


ment, and (2) acts of commission, basically 
technical faults. 

An increasing awareness of the coincidence of 
associated common duct disease is essential to 
improvement in surgery of the gallbladder. 
The Medical Group, 107 S. Fifth St. 
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BRONCHOLITHIASIS 


Calcified lymph nodes are seen at the pulmo- 


nary vascular roots on many chest x-ray films. 
When the calcific nucleus of one of these nodes 


migrates through the adjoining bronchial wall 
toward the lumen, it produces effects which be- 
come clinically apparent. The wandering cal- 
culus is called a broncholith and the disease 
which it produces is termed broncholithiasis. 
This paper will be concerned with the principal 
effects of these stones upon the bronchi, lungs, 


and pleura. It is now evident that bron- 


cholithiasis is not an uncommon disease and 
that its early recognition is important if pro- 
longed bronchial obstruction leading to pulmo- 
nary and pleura suppuration is to be avoided. 
With prompt relief of bronchostenosis, the mor- 
bidity and mortality associated with broncho- 
lithiasis should be reduced and the indications 
for pulmonary resection, which may be difficult 
and extensive in this disease, should become 
less frequent. Morton M. Ziskind, M.D., Effects 
of Calcified Lymph Nodes Perforating The 
Bronchial Tree. New Orleans M. & 8S, J. Sept. 
1952. 
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CASE RECORDS OF THE 
COOK COUNTY HOSPITAL 


KARL MEYER, LEO M. ZIMMERMAN, DEPT. EDITORS 


Brachial Plexus Injuries 
Associated with the Traumatic Shoulder Joint 


Donald S. Miller, M.D., Ph.D.*, William F. Lichtman, M.D. and 
Roy O. Sebeck, M.D. 


In a recent five year review (1946-190), of 
brachial plexus injuries in adults at the Cook 
County Hospital, Chicago, Illinois, it was signif- 
icanily noted that approximately 1.49% of these 
lesions were associated with a traumatic shoulder 
joint lesion. The associated traumatic lesions 
were acute and chronic dislocations of the 
shoulder, fracture of the shoulder (tuberosity, 
anatomical neck), and injuries of the clavicle. 
(Table 1). We have also observed during the 
past three years, three cases of brachial plexus 
lesions in children associated with a traumatic 
shoulder and elbow joint. Because of the rarity 
of this latter group, case histories will be de- 
scribed im detail. (Table 2). 

he adult cases in this series were observed in 
the various wards of the Cook County Hospital. 
Besides the eight cases of brachial plexus lesions 
associated with the traumatic shoulder joint, 
there were seventeen cases of brachial plexus 


*Attending Surgeon, Cook County Hospital Chair- 
man, Orthopedics, Chicago Medical School. 
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Chicago 


injuries caused by other methods of injury. 
(Table 3). Both groups of cases were originally 
seen in the emergency outpatient department, 
and were subsequently transferred to the various 
wards, depending on the examining physician. 
Some cases were sent to the neurosurgical de- 
partment, while others were sent to the neuro- 


TABLE 1 


BRACHIAL PLEXUS LESIONS 


ASSOCIATED WITH 
“THE TRAUMATIC SHOULDER” 


(1946-1950 Inc.) 
NO. OF 


ETIOLOGY CASES RESULT 

Acute Dislocation, Shoulder 8 Good—2 

Poor—1 
Chronic Dislocation, Shoulder 2 Poor 
Fracture Dislocation, Shoulder 1 Good 
Fracture Tuberosity, Humerus 1 Fair 
Good 


Fracture Clavicle (Old) 


of 
tial to 
| 
© of the 
24, 1949, 
ation on 
73351, 
‘eimann, 
re Hep. 
ity and 
Surg, 
Surg. 
1 
ind 
T'O- 
no- 
ed. 
Or- 
10- 
ns 
alt 
ne 
ots 
he 
nt. | 
299 


TABLE 2 
BRACHIAL PLEXUS LESIONS IN CHILDREN 


ETIOLOGY NO. OF 


CASES 


ASSOCIATED 
BONE LESION 


NERVE LESION END 


RESULTS 


Acromioclavicular 


Automobile 2 separation with C8 & T1 Partial recovery 
Accident fracture of the 
humeral condyle 

Birth Trauma 1 Fracture Clavicle- C5 - Tl Complete recovery 


(?) 


As seen 
from Table 1, three brachial plexus lesions were 
associated with an acute dislocation of the 
shoulder; two cases entered the hospital with 
chronic dislocations of the shoulder; one was 
associated with an acute fracture dislocation of 
the shoulder ; one patient with a fracture tuberosi- 
ty of the humerus; while one patient entered the 
hospital with an old fracture of the clavicle, with 
marked callus formation and secondary pressure 
of the brachial plexus. 

General Pathological Considerations and Find- 
ings: Unlike war injuries of the brachial plex- 
us, civilian injuries are generally, of the traction 
or the direct traumatic type. The original force 
causing a dislocation or fracture of the shoulder 
joint can also produce, by traction on the neck 
and shoulder, attenuation injuries or t®ars of the 
nerve roots, trunks, cords, or peripheral nerves. 
Likewise, a dislocation of the shoulder joint at 
the infraglenoid area can result in a direct in- 
jury to the peripheral nerves of the brachial 
plexus; immediately below the clavicle. The 
acute dislocation of the shoulder, associated with 
brachial plexus injuries, can be detected easily 


logical, orthopedic, and surgical wards. 


TABLE 3 
OTHER ETIOLOGICAL FACTORS 
NO. OF 
ETIOLOGY CASES 
Gunshot Wound, Neck 5 
Stab Wound, Neck 5 
Trauma Soft Tissues, Neck 3 
Scalenus Anticus Syndrome 2 
Crutch Palsy 1 


“Sleep Compression” Syndrome 
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by the general appearance of the upper extreinity, 
associated with neurological, neurovascular, or 
trophic disturbances. Sensory involvement is 
generally diffuse, and does not follow a definite 
dermatome pattern. Motor function loss is more 
extensive immediately after the injury; but re- 
covery can occur to a variable extent, with im- 
mediate and proper treatment. ‘Traction or di- 
rect traumatic injuries to the plexus associated 
with the acute type of injury (dislocation or 
fracture of the shoulder joint), is usually an iso- 
lated injury; without involvement to the lungs, 
large blood vessels, or deep neck structures. Al- 
though some recovery may be seen early, a 
residual paralysis frequently results from the 
marked traumatic edema, hemorrhage, or injury 
to the fascia, ligaments, muscles, or nerves. 

The two cases of chronic dislocation of the 
shoulder associated with brachial plexus injury, 
presented marked trophic changes of the ex- 
tremity; with patchy sensory loss, and almost 
complete loss of motor function. The involved 
joints were stiff, fibrotic, and painful on passive 
motion. In one case, an exploratory operation 
of the brachial plexus area revealed a marked 
fibrosis of the cords, with perineural adhesions, 
and scarring throughout the base of the neck. 
Pressure phenomena seen in an old fracture of 
the clavicle with brachial plexus pressure were 
relieved by careful resection of the large vicious 
callus deposited at the posterior aspect of the 
clavicle. No other operative procedures were 
done in this group of cases. 

In the three cases of brachial plexus lesions 
in children (Table 2), the lower cord was in- 
volved in all. As seen from this table, two re- 
sulted from serious automobile accidents; the 
children being catapulted from the rear door 
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Figure 1 — Child thrown from rear of moving auto- 
mobile, causing traction injury to brachial plexus. 


of « moving automobile (Figure 1), causing a 
severe traction tear of the lower portion of the 
brachial: plexus. This injury was associated in 
bot!: cases with acromioclavicular separations and 
fractures of the humeral condyle. A compound 
injury in the region of the shoulder joint in one 
case, was treated immediately by suture of the 
facia and the insertion of a stainless steel wire 
for the acromioclavicular separation. The third 
case was-an infant with a doubtful injury to the 
acromioclavicular area and clavicular area. 
Marked hyperostosis of the clavicle and second- 
ary pressure of the brachial plexus occurred. 
Complete recovery took place, however, in this 
particular case; while the two cases resulting 
from marked traction of the plexus following the 
automobile injury, resulted in permanent residu- 
al paralysis from involvement of the lower roots 
of the brachial plexus. The pathology in the 
latter group, it appeared, was a tear of the lower 
roots or lower trunk (Figure 2- a, b.). : 


Adult Case Reports (Table 1).—In the adult 
group of cases, three were female patients, five 
were male. All acute cases (5), were treated 
conservatively; while the chronic cases were 
treated surgically. Two required amputation 
for the severe trophic extremity disturbances ; 
associated with a useless, dangling extremity. 
The third case required removal of the large 
vicious callus at the posterior aspect of the clavi- 
cle. 

Brief histories are herewith recorded: Case 
No. 1. Mrs. E. K., female, aged sixty, suffered 
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Figure 2 — a-Attenuation injury of the medial cord 
of the brachial plexus. 
2—b-Tear of the first thoracic nerve root in certain 
brachial plexus injuries. 


a dislocation of the right shoulder joint when 
struck by an automobile. Immediate examination 
at the hospital revealed a lesion of the seventh 
and eighth cervical nerve roots, as well as the 
first thoracic nerve root (lower cord lesion). 
Temporary loss of function of the hand (intrin- 
sic muscles), was noted; as well as weakness of 
the wrist flexors and extensors. Immediate re- 
duction of the shoulder was done -— the patient 
placed in a soft tissue bandage — the wrist 
“cocked up”. Physical therapy was instituted 
the third day, with galvanic stimulation being 
applied to the forearm and arm muscles, An 
excellent return of function within a short period 
of time occurred. 


Case No. 2. Mr. J. G., male, aged sixty-one 
years, was admitted to the Cook County Hospital 
on February’ 10, 1949, with an acute dislocation 
of the shoulder joint. The patient complained 
of tingling and numbness of the extremity, with 
an inability to move the wrist and elbow joints. 
The dislocation was immediately reduced. Later, 
nutritional disturbances of the hand were noted 
(swelling, nail changes, and atrophy of the dis- 
tal pulp of the fingers). After several weeks, 
during which time the modality of physical 
therapy was employed, marked atrophy of the 
supraspinatus, infraspinatus, and deltoid muscles 
occurred. The patient was followed in the clinic 
for three months. He refused further treatment, 
and was discharged with a diagnosis of residual 
paralysis of the extremity, based upon a brachial 
plexus injury. 
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Case No. 3. Mr. A. S., male, aged sixty-five 
years, was admitted to the Cook County Hospital 
on October 29, 1950, following a “beating up” 
at the hands of an assailant. X-rays revealed a 
subglenoid dislocation of the shoulder. Motions 
of the left hand were minimal, and loss of sensa- 
tion was noted over the first, second, and third 
fingers on the palmar side. Three weeks later, 
there was improvement of sensation, and motor 
function returned to a considerable extent. Physi- 
cal therapy was continued throughout this period. 
Six months later, the patient had an almost com- 
plete return of function. Residual muscle at- 
rophy, from nonuse, of the shoulder muscles re- 
mained as the only visible sign of this injury. 


Case No. 4. Mr. N. O., male, aged fifty-two 
years, was admitted to the Cook County Hospital 
on February 6, 1949, with a history of having 
been in an automobile accident some years be- 
fore. The patient sustained fractures of both 
legs, as well as a dislocation of the right shoulder 
joint. A complete brachial plexus lesion was 
present (roots of fifth cervical nerves to .the 
first theracic nerves). Deformity of the shoulder, 
elbow, and wrist joints, had occurred. _ Motion 
was completely absent, and marked neurovascular 
phenomena were noted in the form of trophic 
ulcers (fingertips), edema, and shiny skin. There 
was, also, brittleness of the nails and scaling of 
the skin. The extremity was dangling and non- 
functional. An amputation” at the upper sixth 
of the arm was done. Considerable -relief was 
obtained. The patient returned to a part time 
occupation. 


Case No. 5. Mr. J. E., aged sixty-eight, was 
admitted to the Cook County Hospital on June 
4, 1947, with a total paralysis of the left upper 
extremity associated with a dislocation of the 
shoulder joint. This had occurred some years 
before when he was in an automobile accident. 
The entire extremity was useless, dangling, and 
continuously painful. Amputation at the shoul- 
der joint level was done, with good healing of 
the surgical incision. The patient returned to 
a part time occupation. 


Case No. 6. R. H., a female, aged seventy- 
three years, was admitted to the Cook County 
Hospital on August 5, 1950, with a diagnosis 
of a fracture dislocation of the shoulder joint. 
The fracture occurred at the anatomical neck of 
the humerus. Because of the associated brachial 


plexus involvement, surgical excision of the head 
of the humerus was done, and the arm immobil- 
ized in a spica plaster of paris cast. A partial 
return of function of the hand occurred; while 
the function of the flexor and extensor muscles 
of the forearm was minimal. Hypesthesia op 
the dorsum and palmar aspects of the hand and 
distal (one or two) thirds of the forearm de- 
creased. There remained, however, a residual 
paralysis of the intrinsic muscles of the hand, 
with prehensile function loss, and limited flexion 
and extension of both wrists and elbow joints, 
Considerable atrophy of the shoulder remained. 

Case No. 7. R. B., a twenty-seven year old 
female, was admitted to the hospital on October 
10, 1949, with injuries to the pelvis and left 
femur and tibia, A fracture of the greater 
tuberosity of the shoulder had also occurred in 
this accident. There was an associated brachial 
plexus lesion confined to the seventh and eighth 
cervical roots, and the first thoracic nerve root, 
with intrinsic muscle atrophy of the hand, loss 
of flexion of the fingers, and partial loss of the 
hand flexors. Although the condition improved 
somewhat, a residual paralysis of the muscles 
continued in spite of treatment. 


Case No. 8. Mr. S. O., aged fifty-two years, 
was admitted to the Cook County Hospital, with 
an old fracture of the middle third of the clavicle. 
There was a large, vicious callus noted at the 
fracture site. Marked weakness of the extremity, 
with loss of intrinsic muscle function of the 
hand, and patchy anesthesia over the dorsum of 
the thumb, occurred. The brachial plexus lesion 
was confined to cervical sixth and seventh nerve 
roots. Surgical excision of large callus was done, 
with marked improvement of the condition. 


Brachial Plexus Lesions in Children: Three 


cases seen in children were of sufficient interest 


to warrant description in detail, inasmuch as 
traumatic lesions in this group (other than birth 
injuries), are rare. ; 


Case No. 1. Baby C. M., a colored male in- 
fant, was admitted to the Cook County Hospital 
on June 22, 1952. The right arm was completely 
flail, and the head flexed to the right side, with 
marked muscle spasm (sternocleidomastoid, 
trapezius, and deltoid), causing the deformity. 
On stimulation, feeble function of the forearm 
flexors could be obtained, but extension was ab- 
sent. Elbow function was also lost at the time 
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of admission. ‘There was a history of trauma to 
the right shoulder and clavicular area several 
days before admission. X-rays revealed marked 
callus formation around the entire bone, simu- 
lating a Caffey’s syndrome. X-rays taken of the 
ribs and long bones revealed some evidence of 
periosteal callus formation (of the ribs only). 


. Local heat and analgesics were ordered. ‘Two 


and one half months following this condition, 
an :lmost complete recovery had taken place. 
The infant had a return of function of the hand, 
elbov, and shoulder joint regions. 

Cause No. 2. C. S., a female, aged two years, 
was injured on September 24, 1950, when thrown 
prec pitously from the rear door of an automobile 
(figure 1). The child sustained a laceration 
of the scalp, a fracture of the condyle of the 
hunerus with displacement, and an acromio- 
clavicular separation. She was unable to move 
her fingers, and had difficulty in flexing and 
extending the wrist joint. Sensory joss was 
present over the dorsum of the hand and finger 
area. The right pupil was smaller than the left, 
with narrowing of the palpebral fissure on this 
side. ‘The deep reflexes were unobtainable, the 
forearm flexors were only of fair strength, and 
the carrying angle of the elbow was increased. 
Although the movement of the fingers improved 
with treatment, atrophy of the intrinsic muscles 
of the hand remained. A diagnosis of residual 
paraylsis of the brachial plexus (eighth cervical 
and first thoracic nerve lesion), was made. The 
patient was treated throughout her convalescence 
with an abduction splint, galvanic stimulation 
to muscles, massage and exercises. ‘l'wo years 
after the injury, the same residual paralysis re- 
mained. 

Case No. 3. W. B., aged four and one half 
years, Was injured on April 17, 1949, when 
thrown from the rear door of a car “going sixty 
miles an hour” (Figure 1). ‘The patient sus- 
tained a laceration of the left shoulder, an 
acromioclavicular joint separation, and a fracture 
of the céndyle of the humerus. According to the 
tather, “the whole left arm was almost torn from 
the shoulder, and it was hanging”. Immediate 
surgery done by a local physician, who repaired 
the “branches of the brachial plexus’, and 
sutured the aromioclavicular joint. Immediately 
‘after the injury, the left pupil was noticeably 
smaller than the right pupil. ‘Two years later, 
however, this condition was absent. The child, 
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seen by one of the authors (D.S8.M.) two weeks 


after the injury, was treated by an abduction 
splint, with graduated physical therapy in the 
form of heat, massage, and exercises. Consider- 
able return of function was noted, with however, 
a consistent loss of the deep reflexes and loss of 
vibratory sensation. A return of the upper por- 
tion of the brachial plexus innervation was noted. 
A diagnosis of injury to the seventh and eighth 
cervical nerve roots, and first thoracic nerve root 
was made. Three and one half years later, the 
condition remained unaltered. 


Summary :—Brachial plexus lesions associated 
with a traumatic shoulder joint are not an in- 
frequent complication. It is probable that a 
considerable number of transient brachial plexus 
injuries oceur without detection by the busy 
traumatic surgeon, orthopedic surgeon, and sur- 
geon. A very careful examination of the injured 
shoulder joint and nerve supply of the extremity 
is necessary to determine the question of brachial 
plexus injury. Motor and sensory loss should be 
carefully recorded, joint function examined and 
recorded, with particular attention being paid to 
the intrinsic muscles of the hand. Acute dis- 
locations of the shoulders in adults cause brachial 
plexus injuries by direct trauma to the peripheral 
nerves, while brachial plexus injuries in children 
are generally due to severe stretching and trac- 
tion of the plexus roots or in the latter group, 
(table 2), of the trunks. As noted, these cases 
are much more serious and produce residual dis- 
abling conditions.- Furthermore, acute disloca- 
tions that remain untreated, may subsequently 
produce considerable scarring, adhesions, and 
secondary involvement of the brachial plexus. 
Depending upon the extent of involvement, treat- 
ment consists of vigorous and dynamic physical 
therapy, abduction splinting, and galvanic mus- 
cle stimulation. If these measures fail, ampu- 
tation may be required. Serious neurovascular 
phenomena and trophic nerve changes may pre- 
vent joint arthrodesis or joint reconstruction 
operations. Injuries to the clavicle, as seen 
above, may produce marked and vicious callus 
formation, with secondary pressure on the bra- 
chial plexus. These large callus tumors can be 
easily removed, with total relief of pain and 
complete return of function. 


Conclusions :—1. Brachial plexus lesions oc- 
casionally occur with dislocations of the shoulder 
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injuries. 

2. Early treatment is imperative, and should 
consist of immediate reduction of the shoulder 
joint, and a careful evaluation of the peripheral 
nerves. 


3. Re-examination is imperative, and good 
’ records are important to determine the progress 
of the condition. 


4. Brachial plexus lesions should be treated 
by careful abduction splinting, galvanic muscle 


joint, fractures of the shoulder, or clavicular 


stimulation, active and passive motions of the 
joints. 

5. In the presence of severe neurovascular 
complications, or those cases associated with 
severe trophic disturbances, amputation may be 
necessary. 

6. Before amputation, however, every consid- 
eration should be given regarding the possibility 
of joint reconstruction or fusion operations. 

7. Prophylactically, of course, doors of auto- 
mobiles should be carefully locked in order to 
avoid the injuries in children described above, 


THE ORIGIN OF COXSACKIE DISEASE 

In the past several years we have added an 
entirely new group of virus agents to the grow- 
ing research on the virus world, and it will take 
time to learn and assimilate the facts regarding 
this new group of virus diseases. Again, our 
imagination is stimulated and history is being 
made. With the discovery by Dalldorf and 
Sickles in October, 1947, of viruses pathogenic 
for suckling mice from the feces of two children 
of the town of Coxsackie, N. Y. there was un- 
covered an entirely new group of viruses known 
as the Coxsackie group. The two children, 


both paralyzed, were selected originally on clini- 
cal grounds as probable sources of the polio- 
myelitis virus. 


However, they were found to 
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be infected with viruses antigenically and patho- 
genically different from the poliomyelitis virus. 
That the new virus had actually infected one of 
the patients was proved by the presence, in his 
convalescent serum, of neutralizing antibodies to 
the Coxsackie virus. Thus it was established that 
typical poliomyelitis might occur coincident with 
this previously unrecognized virus. The sub- 
sequent discovery that both original Coxsackie 
patients were infected as well with the polio- 
myelitis virus has reaffirmed the specificity of 
the poliomyelitis syndrome. Editorial, The 
Coxsackie Group of Viruses and Their Com-. 
ponent Human Disease Manifestations. , Penn- 
sylvania M.J. Dec. 1952. 
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PATHOLOGY CONFERENCES 


EDWIN F. HIRSCH, DEPARTMENT EDITOR 


Atherosclerotic Occlusion of Nutrient 


Branches of the Anterior Spinal Artery 


Martha Garstka, M.D. 


Atherosclerotic occlusion of nutrient branches 
to the spinal cord occurs at various levels of the 
anterior spinal artery. The cord tissues at or 
near the site of occlusion are infarcted and symp- 
toms of cord injury specific for the level of in- 
farction, appear in the patient. 

Arterial blood supply of the spinal cord. 

Anterior spinal artery.—-A small branch from 
the terminal portion of each right and left ver- 
tebral artery extends obliquely downward and 
medially over the ventral surface of the medulla 
oblongata. The paired arterial branches join at 
the level of the foramen magnum to form the 
anterior.spinal artery. ‘This artery extends along 
the anterior surface of the spinal cord and at 
the caudal end anastomoses with the two pos- 
terior spinal arteries. Through its long course 
the anterior spinal artery receives a supplemental 
blood.supply through six or eight anterior radi- 
cle arteries given off by the aorta or its main 


From the Henry Baird Favill Laboratory of St. Luke’s 
Hospital, Chicago. 
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branches at various levels of the spinal cord and 
which enter the spinal canal through the inter- 
vertebral foramina. The size of the anterior 
spinal artery varies at different levels. It is 
largest in the lumbar region, smaller in the 
upper cervical and lower thoracic leveis, even 
smaller in the lower cervical and upper thoracic 
levels, and is least in the middle thoracic seg- 
ments. The branches of the anterior spinal 
artery to the spinal cord are: 

1. The sulco-commissural arteries, that extend 
into the anterior median fissure as far as 
the anterior commissure. 

2. The anterior branches that spread through 
the pia over the surface of the anterior 
funiculus. 

3. The lateral branches that lie in the pia and - 
send penetrating branches to the white mat- 
ter of the anterior and lateral funiculi. 

Posterior spinal artery.—The two posterior 

spinal arteries begin their course similar to the 
anterior spinal artery as branches of the verte- 
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bral artery. ‘They are in the posterolateral sulci, 

lateral to the posterior roots and receive on the 
average eight posterior radicle arteries on each 
side as arterial reinforcements from the aortic 
blood stream. The posterior spinal arteries do 
not unite and they cover the entire length of the 
spinal cord as two separate vesséls forming at 
their caudal end an anastomosis with the anterior 
spinal artery. Otherwise, the anterior and pos- 
terior spinal arteries do not communicate and 
remain as separate systems throughout. This 
makes possible a clinical differentiation of the 
symptoms caused by occlusion of the anterior 
and of the posterior spinal arteries. 

The anterior spinal artery’supplies the ventral 
two-thirds of the spinal cord includiag the an- 
terior horns, the central grey matter, the anterior 
and lateral tracts, and the anterior and lateral 
pyramidal tracts of the white matter. ‘The pos- 
terior spinal arteries supply only the posterior 
gray horns, the posterior white commissure and 
the posterior funiculi (See diagram 1). 

The internal structure of the spinal cord.— 
The spinal cord has a supporting stroma, glia 
cells, nerve cells of the grey matter of the an- 
terior and the posterior horns, and fiber tracts 
of the white matter relating the brain with the 
spinal cord both ways and interrelating different 
segments of the cord. These tracts are grouped 
into three major entities: the anterior, the later- 

-al, and the posterior funiculi, each containing 
ascending and descending tracts. : 

The anterior funiculus contains with other 
structures : 

1, The ascending ventral spino-thalamic tract, 

probably concerned with certain touch im- 


Anterior branch 


The vascular territories of the spinal cord in transverse section 
Diagram 1. 


Clarkes column 
Central cane 


pulses whose fibers originate from cells in 
the posterior column, cross the anterior 
commissure and end in the thalamus; and 

2. the descending direct pyramidal tract, con- 
cerned with voluntary movements. 

The lateral funiculus contains essentially : 

1. The ascending lateral spino-thalamic tract, 
conducting impulses of pain and tempera- 
ture through fibers derived from cells in 
the dorsal column, which cross in the an- 
terior commissure to the opposite lateral 
funiculus and terminate in the nucleus 
ventral postero-lateralis of the thalamus 
and thence are relayed to the cerebral 
cortex ; 

2. the descending crossed pyramidal tract con- 
ducting impulses from the the motor cortex 
to the motor centers of the spinal cord. 

The posterior funiculus contains ascending 
tracts concerned with discriminatory sensation, 
such as sense of position of the limbs and of 
localization on the skin, of muscle tension, of 
joint movement, of vibration and also with mus- 
cular coordination. 

A therosclerosis.—Atherosclerosis usually af- 
fects large arteries such as the aorta and its main 
branches. In the cerebro-spinal system the cere- 
bral arteries are frequently involved, much less 
often the spinal arteries. ‘The most common 
lesion’ of atherosclerosis is a fibrous thickening 
with fatty changes of the intima and media, asso- 
ciated with secondary calcification. In Moncke- 
berg’s sclerosis the medium-sized arteries are 
affected. In arteriolar sclerosis the small periph- 
eral arteries are usually affected. , These 


changes consist of various types of hyperplastic 
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thickening of the vessels with consequent nar- 
rowing of the lumen. 

Syndrome of the anterior spinal artery occlu- 
sion.—Occlusion of the anterior spinal artery is 
characterized by : 

1. Paraplegia, of the flaccid type, due to the 
involvement of the grey matter of the an- 
terior horns (lower motor neuron) ; 

2, dissociated anesthesia of the syringomyelic 

iype due to spinothalamic and commissural 

involvement (pathways for pain and tem- 
perature), with escape of the posterior col- 
umns (pathways for touch and deep sen- 
sibility) ; 
3. disturbances of urination and defecation 
due to spinal shock in the first stage, and 
to direct involvement of the centers in the 
lumbo sacral region or involvement of the 
inhibitory fibers descending from the brain; 
4. trophic disturbances, possibly due to soften- 
ing of the Clarke’s columns. 
A clinical differentiation can be made of the 


and the region of cord infarction on the basis 
of the clinical symptoms. ‘hese are pathog- 
nomonie fot definite segments of the spinal cord. 
See Table I. 


level of the occlusion of the anterior spinal artery . 


TABLE 1 
SYNDROME OF ANTERIOR SPINAL ARTERY OCCLUSION 
General Features below the level of the Medulla Oblongata: 


Regardless of the level of the occluding lesion 

in the spinal artery the changes in the spinal 

cord are those of necrosis of the region supplied 
by the occluded vessel and ascending and de- 
scending degeneration of the affected axons. 
Two reports have been published of atheroscle- 
rotic myelopathy with secondary syrinx forma- 
tion. If the occlusion of the spinal artery is 
incomplete or only transient, the changes of the 
spinal cord are those of temporary ischemia as- 
sociated with clinical symptoms of intermittent 


claudication of the thighs. 


REPORT OF CASE 

A white widow, aged 64 years, was readmitted to 
St. Luke’s Hospital to the service of Dr. C. A. Johnson 
on June 8, 1951 and death occurred on November 10, 
1951. 

History: She was known to have hypertension and 
nephrosclerosis since 1946, mild diabetes since October, 
1949 and numbness with tingling of the lower legs 
since 1947. In 1946 the Kahn test of the serum was 
positive and the Wasserman was weakly positive. In 
1947 the Kahn test was negative and again in October 
1949, but in February 1951 the Kahn test of the serum 
was doubtful, the Wasserman was negative and the 
VDRL test was positive. There was no definite his- 
tory of antiluetic treatment. On February 19, 1951 
she was admitted with a flaccid paraplegia and sensory 
disturbances of the legs up to the knees, of sudden 


Clinical Symptoms 


Pathology 


1. Atrophic, lower motor neuron, flaccid 
paralysis; 

2. Dissociated, level specific, anesthesia of the 
syringomyelic type; 


3. Disturbances of urination and defecation; 


4. Trophic disturbances 


Necrosis of the motor neurons of the anterior horns. 


Necrosis of the anterior commissure and of the spino- 
thalmic tract (pain and temperature pathways) with in- 
tact posterior columns (touch and deep sensibility tracts). 
Involvement of lumbo-sacral centers for urination and 
defecation and of cerebral fibers and inhibiting the bladder. 
Involvement of the Clarke’s column. 


Specific variations in the syndrome of anterior spinal artery occlusion : 


Pathology 


Level of Infarct 


Clinical Symptoms 


MEDULLA 2. 
OBLONGATA 


tongue. 


1. Contralateral pyramidal tract signs of the 
trunk and upper and lower extremities. 
Contralateral dissociated anesthesia with 
loss of deep sensibility and touch and reten- 
tion of pain and temperature sensibility. 

3. Ipsilateral paralysis and atrophy of the 


Ipsilateral necrosis of the pyra- 
mids; of the medial lemniscus 
with intact spinal lemniscus and 
ipsilateral necrosis of the hy- 
poglossal nerve. 


lower extremities. 


CERVICAL 2 
CORD 


1. Upper motor neuron, spastic paralysis of Necrosis 


Atrophic, lower motor neuron flaccid 
paralysis of the upper extremities. 
Bilateral Horner’s syndrome. 


of the pyramidal 
tracts, motor neurons of an- 
terior horns and of the cilio- 
spinal bundle at C 8 and T 1. 
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onset and with disturbance of defecation and urination. 
According to the clinical record, she was in apparent 
good health when suddently she had an excruciating 
non-radiating pain in the lumbar region and realized 
that she would fall. She managed to get into a chair, 
from which she was taken to the hospital as a para- 
plegic. Her past history revealed that she had hys- 
terectomy in 1934 for a pelvic tumor; hemorrhoidec- 
tomy in 1945; and bronchopneumonia in 1946. Her 
mother had diabetes and a pelvic tumor and died at the 
age of 66 from hypertensive heart disease; her father 
died in an accident at the age of 71 years. A sister 
was hypertensive, and a brother was diabetic. 


Physical Examination: Her temperature, pulse and 
respiration were within normal limits, the blood pressure 
was 230/110 mm. of Hg. The physical examination 
was negative except for some degree of mental aber- 
ration and a sluggish reaction of the pupils to light. 
The following positive neurological findings were con- 
fined to the lower extremities. There was paralysis of 
both feet; the left leg and left thigh were weak, the 
right leg and thigh were slightly stronger. There was 
sensory loss to pain in both feet tapering off at the 
ankles, but at a little higher level on the left. Vibra- 
tory sense was decreased in the left foot. The Achilles 
tendon reflexes were absent bilaterally, the right knee 
jerk was positive, and the left was sTuggish. There 
was no response to plantar stimulation on either side. 


Laboratory Data: The blood count was within nor- 
mal limits except for a slight leukocytosis. During 
the hospital course she had periods of leukocytosis 
with a marked shift to the left and gradually she 
developed an increasing hypochromic anemia, The 
urine had a low specific gravity, ranging between 1005 
and 1010; the albumin varied between 15 mgm percent 
and 600 mgm percent and contained occasionally hyalin 
and granular casts, erythrocytes and frequently many 
leukocytes. The blood sugar was under good control 
throughout’ the hospital course, the nonprotein nitrogen 
was 37 mgm percent on admission, and the cholesterol 
was 380 mgm percent. 
sions was clear, colorless, and on February 21, 1951 
had a total protein of 90 mgm percent, a colloidal gold 
curve of 1111110000, a cell count of 1. On February 
28, 1951 the total protein was 30 mgm percent, the 
gold curve was 1112321000, and no cells were found. 
Twice the serum was: Kahn doubtful; Wassermann 
negative; VDRL positive. A lumbosacral spine plate 
on admission showed a calcified abdominal aorta and 
was suggestive of minimal arthritic changes, The 
electrocardiograms in 1946 and 1949 were consistent 
with myocardial pathology on the basis of coronary 


artery disease. 


The spinal fluid on two occa- 


Course: The clinical impression was that of a 
lesion of the spinal cord between L2 and L5. Tumor, 
hemorrhage, infarct of the spinal cord and primary or 


metastatic tumor of the conus were considered. The 
paralysis, numbness, pain of the back and the disturb- 


ances of urination and defecation remained essentially 
unchanged throughout the hospital course. The pa- 


tient received supportive measures, was fitted with leg 
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braces for ambulatory care and was discharged. How. 
ever, she returned to the hospital because of lack of 
nursing at home. Towards fhe end of the hospital 
course the patient became confused and was paranoid 
on several occasions. She also developed decubital 
ulcers followed by sepsis. She expired on November 
10, 1951, about five months after the onset of her illness, 


Permission for a postmortem examination of the 
trunk and spine was obtained. The essentials of the 
anatomic diagnosis are: marked emaciation; decubital 
ulcers of the trunk and extremities; subcutaneous ab- 
scess of the back; bilateral hypostatic bronchopneu- 
monia and abscesses of the lungs; calcified atherosclero- 
sis of the aorta and its main branches; marked nephro- 
sclerosis of the kidneys; multiple fibrous scars of the 
myocardium; etc. 

Changes of the spinal cord.—After fixation of 
the spinal cord in a solution of formaldehyde, 
transverse segments of the upper thoracic, the 
lower thoracic, the upper lumbar, and the lower 
lumbar regions were removed for histological 
examination. Sections from these levels were 
stained with hematoxylin and eosin, and by the 
Bielschowski’s, Mallory’s phosphotungstic acid- 


‘hematoxylin and Pal Weigert’s methods. The 


leptomeninges at all levels had a slight fibrous 
thickening, the wall of the spinal arteries was 
thickened, especially the lining edge. The spinal 
cord in the thoracic levels was unchanged. How- 
ever, the cord in the upper lumbar region was 
reduced in size, the gray and white matter being 
markedly decreased and in the sections the right 
anterior fiber tracts were vacuolated and had a 
proliferation of glia tissues. The lower lumbar 
region of the cord had the greatest changes. 
Here was an extensive necrosis of the anterior 
portion of the spinal cord with bilateral destruc- 
tion of the ventral bundles and most of the an- 
terrior horn cells of the gray matter, more marked 
on the left side (Figures 1 and 2). This sharp- 
ly defined, necrotic focus had a few remaining 
nerve fibers, bands of basic fibrous stroma, blood 
vessel tissues and numerous large pale mononu- 
clear phagocytes. The left lateral and ventral 
spino-thalamic tracts had many vacuoles and 
some of the nerve trunks around the cord had 
regions of necrosis. The cells and 
tracts of the dorsal portions of the cord were 
not involved. The cause of the necrosis in the 


e nerve 


anterior portion of the cord was related with 
atherosclerotic changes in the intrinsic branches 
of the anterior spinal artery given off at this 


level. Two branches in the sections (Figure 3) 
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1.  Photomicro- 
illustrating the 
extensive infarct in the. 
anterior portion of the 
mbar region of the 


spinal cord. 


re 2. Photomicro- 
graph illustrating details 
of tissue changes in the 
infarct of the cord. The 
anterior spinal artery is 
at the left margin, its 
penetrating branches 
with atherosclerotic oc- 
dusion are nearby, and 
smaller branches with 
narrow channels extend 
toward the necrotic tis- 
sues of the spinal cord. 
Only residues of sup- 
porting stroma with 
large mononuclear phag- 
ocytes remain of the 
cord tissues. 


Figure 3. photomicro- 
graph illustrating at the 
lower left a portion of 
the anterior spinal ar- 
tery. Above and below 
toward the right are the 
nutrient branches to the 
spinal cord with athero- 
sclerotic occlusion. Note 


the wide mesh of fibrous 


tissues with large li 
phages in the intima of 


these vessels. 


the 
of 


extending toward the anterior median sulcus of 
the cord had a marked thickening of the intima 
by a mesh of fibrillar stroma in which were many 
large pale lipophages. The lumen of these ves- 
sels was reduced to a minute channel and the 
small arterial branches penetrating the cord also 
had a small lumen and hyalin fibrous thickened 
walls. 
COMMENTS 

An elderly woman with severe generalized 
atherosclerosis had an atherosclerotic occlusion 
of the sulco-commissural branches of the anterior 
spinal artery in the lower lumbar region with 
focal necrosis of the ventral portion of this seg- 
ment of the spinal cord. ‘The clinical symptoms 
were those described for anterior spinal artery 
occlusion at this level. ‘The syndrome of an- 
terior spinal artery occlusion as described in 
various published reports is a sudden paraplegia, 
dissociation of sensibility of the syringomyelic 
type and disturbances of urination and defeca- 
tion. The anatomical lesion is an anemic necro- 
sis of more or less extensive portions of the an- 
terior two-thirds of the spinal cord supplied by 
the anterior spinal artery through its branches. 
The clinical symptoms vary somewhat with the 
level and the extent of the lesion. Most fre- 


quently, the occlusion occurs at the cervical and 
the thoraco-cervical level. The lumbar and par. 
ticularly the low lumbar levels are rarely jp. 
volved. The most common etiology of this dis. 
ease entity is atherosclerosis of the vessels. 

A short review of the blood supply of the ap. 
terior spinal cord, the internal structure of the 
spinal cord and the characteristics of anterior 


- spinal artery occlusion at its different levels is 


presented. 
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VASCULAR PAIN 

The symptom of pain is one of the most 
constant features of peripheral vascular disease. 
Persistent pain usually is seen with ulceration 
and gangrene or with sudden arterial occlusion 
or arteritis. Intermittent pain which is de- 
pendent upon temperature changes occurs with 
Raynaud’s syndrome (cold) or with erythermal- 
gia (heat). Intermittent pain which is pre- 
cipitated by exercise and relieved by rest is 


called intermittent claudication, and this may — 


be a symptom of several of the organic vascular 
diseases. If the pain is brought on by posture 


it may indicate lymphedema or chronic venous 
insufficiently. | Numbness, tingling, or burning 
are variants of the pain sensation. ‘The patient 
may be timed with a stop watch and made to walk 
at a rate of 120 steps a minute and the time 


_ elapsing between the beginning of the test and the 


beginning of pain is known as the claudication 
time and this may be re-checked from time to 
time to denote progression or regression of the 


condition as well as in the evaluation of thera- 


peutic agents. Phil B. Bleeker, M.D., Classi- 
fication and Diagnostic Tests in Peripheral Vas- 
cular Diseases. J. Tennessee M.A., Sept. 1952. 
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CHAMPAIGN 

Graduate Conference.—Physicians from nineteen 
surrounding counties were guests of the Champaign 
County Medical Society at the Elk’s Club, the Hotel 
Tilden Hall, April 9. 

The occasion was a postgraduate conference pre- 
sented by the faculty of the Chicago Medical School. 
under the sponsorship of the Illinois State Medical 
Society. 

At the same time the Woman’s Auxiliary of the 
Champaign County Medical Society entertained 
wives of the physicians attending the meeting with 
a luncheon at 1:00 p. m. in the Lincoln Hotel, Ur- 
bana, followed by a tour of the Exhibit of Contem- 
porary Art at the University of Illinois. 

The postgraduate conference, which opened at 
noon with luncheon, is one of a series being staged 
by the Illinois State Medical Society throughout 
the state to bring top teachers and the latest devel- 
opments in medicine to busy practitioners. 

Arnold H. Leavitt, M.D., of Champaign, secretary 
of the Champaign County Society, was in charge of 
arrangements and Harlan English, M.D., of Dan- 
ville, 8th district councilor of the state society, 
presided. 

The after dinner speakers were Harold M. Camp, 
M.D., of Monmouth, secretary of the State Society, 
who spoke on “Organized Medicine” and F. J. Mul- 
lin, Ph.D., dean of Chicago Medical School, “The 
Internship.” J. B. Christie, M.D., president of the 
Champaign County Society, toastmaster. 

The afternoon speakers and their academic titles 
were: Donald S. Miller, M.D., Professor and 
Chairman, Department of Orthopedic and Trau- 
matic Surgery; Steven O. Schwartz, M.D., Professor 
of Hematology; David M. Cohen, M.D., Professor 
and Acting Chairman, Department of Dermatology; 
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Leonard A. Stine, M.D., Assistant Professor of 
Medicine; Harry H. Garner, M.D., Professor and 
Chairman, Department of Neurology and Psychiatry; 
Leo M. Zimmerman, M.D., Professor and Co-Chair- 
man, Department of Surgery; Maxwell P. Borov- 
sky, M.D., Professor and Chairman, Department of 
Pediatrics; Philip J. Stein, M.D., Associate in Gyne- 
cology; Maurice H. Cottle, M.D., Professor and 
Chairman, Department of Otolaryngology. 


cooK 

Branch Meetings.—A symposium on the acute ab- 
domen was conducted by the North Shore Branch 
of the Chicago Medical Society at a meeting at the 
Edgewater Beach Hotel, April 7. Speakers were Dr. 
Edmund Foley on “Medical Diseases Simulating the 
Acute Abdomen”; Manuel E. Lichtenstein, “Varia- 
tions in Signs and Symptoms of the Acute Abdomen 
in the Very Young and the Very Old”, and Peter 
Rosi, “Diagnosing the Acute Abdomen”.—The 
North Side Branch was addressed April 2 by Dr. 
Earl T. Engle, New York, on “Trends in Repro- 
ductive Physiology”; M. Edward Davis, “Estrogenic 
Therapy in Gynecology”; Roland R. Cross, Jr., 
“Male Sterility’; Richard J. Meyer, “Some Thera- 
peutic Aspects of Adrenocorticotropin and Corti- 
sone”, and Dwight E. Clark, “Radioactive Iodine”. 

Personal.—_Dr. Opal E. Hepler, Chicago, ad- 
dressed the Toledo, Ohio, Academy of Medicine, 
recently on “Renal Functions: Their Practical Evalu- 
ation”. Dr. Hepler is associate professor of pa- 
thology at Northwestern University Medical School 
and director of the clinical laboratories at Passavant 
Memorial Hospital. 

Society News.—Dr. Louis B. Newman, Chief of 
the Physical Medicine and Rehabilitation Service, 
Veterans Administration Hospital, Hines, addressed 
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the personnel of the Chicago Board of Education 
associated with the Schools for the Physically Han- 
dicapped Children March 3. Dr. Newman’s subject 
was “Total Rehabilitation in Neurological Disabil- 
ities”. 

New Cancer Research Hospital Opened.—An 
atomic-age development, the Argonne Cancer Re- 
search Hospital, was formally opened at the Univer- 
sity of Chicago March 14, as the latest addition 
to the city’s vast medical research resources. 

First building especially designed and equipped to 
use all known radiation sources for the study of 
cancer, the hospital was built at a cost of $4,200,000 
in funds of the Atomic Energy Commission. 

It will be operated by the University as part of 
its cancer research center, under the direction of 
Dr. Leon O. Jacobson, professor of medicine. Dr. 
Robert J. Hasterlik, assistant professor of medicine, 
and director of health service, Argonne National 
Laboratory, is associate director. Facilities of the 
hospital will be available to the Argonne National 
Laboratory and the 32 universities and other re- 


’ search institutions of the mid-west which are par- 


ticipating members of the Laboratory. 

The hospital is eight floors in height, with two 
of the floors below ground, where the earth will help 
shield radiation. Only two of the floors are for 
patient care and provide 56 beds. The rest of the 
building houses numerous radiation devices and 
laboratories. 

Special measures have been taken to protect the 
patients on the two patient floors of the hospital, 
the third and fourth floors. Individual rooms are 
separated by eight inch concrete walls to prevent 
spread of contamination if any one room becomes 
radioactive. The floors are plastic-covered for ease 
in removing any contamination. tre 

Precautions also are taken on the third floor, 
where patients are treated with radioactive isotopes, 
including forms of iodine, phosphorus and gold, as 
well as chromium which is used in tracer studies. 

Gowns, rubber gloves, and plastic overshoes, all 
washable, are worn by those entering rooms where 
radioactive contamination may be spread. Visitors 
are forbidden for a 48-hour period for those patients 
who have received isotopes, in order to prevent 
visitors from spreading radioactivity in the hos- 
pital. 

These floors are checked every day by health 
physicists using Geiger counters. The linen from 
these patient rooms is also checked with a Geiger 
counter before it is sent to the laundry. Nurses 
and attendants wear special badges which register 
exposure to radiation. 

There is a spetial shielded room on the third 
floor for surveying patients who have taken tracer 
doses of materials. This shielding is required, not 
for the protection of the patients or the staff, but to 
permit detection by delicate instruments of the rela- 
tively small amounts of radiation localized in the 
patients’ bodies. 


In the sub-basement are located twelve 12,009. 
gallon glass-lined storage tanks, where wastes from 
radioactive materials are accumulated until they are 
inactive or are disposed of through the special facil. 
ities of the A.E.C. 

The second and fifth floors of the hospital are 
given over to fundamental research on cancer. On 
the fifth floor, carbon 14, tritium (radiohydrogen), 
and the gas radon, are being used in studying the 
chemical activities in patients with cancer and also 
in cancerous animals. These radioactive isotopes will 
be used to label and trace basic chemicals involved jn 
either the growth or the destruction of tumor tissue, 

Under the direction of Weldon G. Brown, profes- 
sor of chemistry, a group of scientists are engaged 
in substituting these radioisotopes for non-radioac- 
tive atoms in the compounds that take part in these 
body activities. 

Members of the departments of medicine and 
pharmacology, headed by Dr. George V. LeRoy, 
associate professor and associate dean of the division 
of biological sciences, are tracing these compounds 
in-patients and animals. Also on this floor, a group 
under Dr. Hasterlik is investigating patients with 
radium poisoning and other forms of radiation injury, 

All laboratories on this floor are equipped with 
special safety devices, including hoods for the han- 
dling of radioactive materials where there is danger 
of air contamination. Also located on this floor 
is the health physics group, which establishes safe 
procedures for handling radioactive materia!, super- 
vises the laboratories for contamination, checks on 
the personnel, and supervises the disposal of wastes. 

The animal laboratories on the sixth floor provide 
mice, rats, rabbits, and guinea pigs for the studies 
of the effect of radiation. Most widely used will be 
the strain of hybrid mice bred for a uniform response 
to the effects of radiation. A thousand of these mice 
will be produced every week. In these animal experi- 
ments, two 250,000-volt X-ray machines provide the 
radiation, and smaller X-ray machines are used in 
animal diagnosis. 

On the second floor are the laboratories of Dr. 
Jacobson and Dr. Dwight E. Clark, professor of 
surgery. Studies by Dr. Jacobson or irradiation 
effects on mice have indicated the existence of certain 
blood forming factors in the body. He will continue 
this investigation and also studies of leukemia and 
other forms of blood cancers. In this research, he 
and his group are using radiophosphorus and radio- 
iron as tracers in the study of blood formation and 
blood diseases. Radiochromium will be used to study 
the length of life of red blood cells. 

Dr. Clark, who is the largest single “consumer” 
of radioiodine in the United States, will continue his 
studies of thyroid functioning and disease. 

The radioisotopes themselves will be stored in 
two-foot-long lead containers which fit inside these 
stainless steel tubes. The lead around each shipment 
of isotopes is sufficient to prevent radiation from es- 
caping. The concrete will prevent the irradiation 
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from many containers from building up to poten- 
tially dangerous levels. 

The sub-basement of the hospital is 19 feet below 
street level, and 12 feet below the permanent water 
table. Thus special methods of construction were re- 
quired to keep the sub-basement dry. In it, in addi- 
tion to the waste storage tanks, are heavily shielded 
rooms for the irradiation of both patients and ani- 
mals. 

These operations can be watched by the investi- 
gators through windows up to three feet in thick- 
ness, containing solutions of zinc bromide. The 
windows not only stop radiations, but even permit 
the scientists to “see around corners” because of 
the way they bend light rays. Developed at Argonne 
National Laboratory, five of these windows cost 
$10,009. 

The two-million-volt Van de Graaff generator, 
which will produce a high energy beam of either X- 
rays or electrons, is already installed. It will be used 
to study the usefulness of the “super-voltage” attack 


on cancer and also to study conventional methods of 


rotational therapy. In this, the patient is rotated 
while in the beam of radiation, so that a maximum 
amount of energy falls on the tumor, and a minimum 
amount on surrounding tissues which are less con- 
tinuously exposed during the rotation. 

Yet to be installed is a cobalt-60 “bomb” which 
will be attached to an apparatus permitting the 
source of X-rays rather than the patient to be ro- 
tated. This device, expected to be in operation this 
coming summer, will also be unique because the co- 
balt 60 source will be shielded by uranium rather 
than the conventional lead shielding. This permits 
a weight reduction of from 4,000 down to 950 
pounds. 

Within a year, the third major device will be in- 
stalled in the form of a linear accelerator. This 
machine steps up the energies of an electron beam 
to fifty-million volts, to a point where they have 
sufficient energy to pass through the human body. 
This beam will be used in the direct treatment of 
cancer. 

In addition to these devices, arrangements are 
being made to use the 450-million-volt synchrocyclo- 
tron in the University’s Institute for Nuclear Studies. 
Protons from this second most powerful of the oper- 
ating atom-smashers will be used in the direct attack 
on cancer. Taken together, all these devices will give 
scientists access to all types of radiation which are 
now known and are thought to be useful’ in the 
treatment Of cancer. 


COOK - 

Grants for Research.—Seven research grants have 
been awarded recently to the University of Illinois 
College of Medicine by private industry, pharma- 
ceutical houses, and national and local health or- 
ganizations and individuals. The donors are as 
follows: 

Lederle Laboratories Division of the American 


Cynamid Company, Pearl River, N. Y., $10,000, in 
support of work of an investigative nature in in- 
fectious diseases and related fields. The study 
is under the direction of Dr. Harry F. Dowling of 
the Department of Medicine. 


The Teagle Foundation, Inc., $8,000, for the 
renewal of a grant in support of research in paral- 
ysis agitans. Dr. Ralph W. Gerard of the De- 
partment of Psychiatry is directing the project. 


Smith, Kline and French Laboratories, Philadel- 
phia, Pa., $5,000, to provide a fellowship for the 
current academic year. This grant is under the 
direction of Dr. C. C. Pfeiffer of the Department 
of Pharmacology. 


Parke Davis and Company, Detroit Mich., $3,600, 


for a study entitled “Blood Dyscrasias.” The 
grant is being supervised by Dr. Stephen B. Binkley 


of the Department of Biological Chemistry. 


National Tuberculosis Association, $3,351.66, for 
the study of mucoproteins of human plasma, which 
is under the direction of Dr. Richard J. Winzler 
of the Department of Biological Chemistry. 


Ortho Research Foundation, Raritan, N. J., $1,500, 
to provide for a research project entitled “A Com- 
parison of Calcium Ferrous Citrate,, Moliron and 
Ferrous Sulfate in the Treatment of Secondary 
Anemias of Pregnancy.” Dr. Frederick H. Falls 
of the Department of Obstetrics and Gynecology 
directs this project. 


Lakeland Foundation, Chicago, $1,320, for the 
study involving an attempt to isolate the growth 
stimulating and inhibiting agents from the liver or 
intestinal mucosa. 


Postgraduate Course in Hematologic Diagnosis.— 
A course in hematologic diagnosis for graduate 
physicians will be given at the Michael Reese 
Hospital by Dr. Karl Singer, Director, Department 
of Hematologic Research, Medical Research Institute, 
July 20-August 1, 1953. The course gives a review 
of the present trends in hematology as well as 
instruction in actual reading of slides, normal and 
pathologic, peripheral blood and bone marrow. 
An individual slide collection is provided and may 
be retained by the participants. A demonstration 
of all immuno-hematologic as well as of the modern 
tests for disturbances of the clotting mechanisms 
is scheduled. Further information and a copy of 
the curriculum may be obtained from the Depart- 
ment of Hematologic Research, Medical Research 
Institute, Michael Reese Hospital, Chicago, Illinois. 


Northwestern Alumni Dinner.—The Northwestern 
University Medical Annual Faculty-Alumni Reunion 
dinner will be held Saturday evening, May 23, 
Hotel Knickerbocker, 163 E. Walton Street, Chicago. 
Social period at 5:30 p.m. and dinner at 7:00 p.m. 
Dinner tickets $9.00 a plate; wives also invited to 
attend. Entertainment by Medical students en- 
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titled “Quo Vadis Medicus?-’53”. Make reserva- 
tions at Medical Alumni Office, 303 E. Chicago 
Avenue, Chicago 11, before May 20. 


Progress in Endocrinology.—The Chicago Medi- 
cal School opened a series of lectures on “The 
Progress in Endocrinology” April 7. The series 
as it appeared in the official program is as follows: 
Drs. Sidney P. Colowick, Baltimore, Rachmiel 
Levine, and DeWitt Stetten, Jr.. New York, April 
7, “The Mechanism of Insulin Action, a Round 
Table Discussion”; I. Snapper, April 14, “Para- 
thyroid Hormone and Calcium Metabolism”; Piero 
P. Foa, April 21, “Glucagon: the Hyperglycemic 
Hormone of the Pancreas”; I. J. Pincus, Philadel- 
phia, May 5, “The Liver in Endocrine Disturbances; 
Dwight E. Clark, May 12, “The Use of Radio- 
iodine in Thyroid Disease; Thomas L. Dao, May 
19, “Adrenal Glands and Cancer of the Breast”; 
Edward F. Rosenberg, May 26, “Adrenal Cortical 
Steroids in the Treatment of Rheumatic Diseases”, 
and Morton J. Grossman, June 2, “Hormones of 
the Gastrointestinal Tract”. 


Heart Session.—A meeting of the Clinical Section 
of the Chicago Heart Associattion was held on 
Tuesday evening, March 17, at the Chicago Academy 
of Sciences. The following program was arranged 
by the Medical Service of Hines Hospital,~ Dr. 
Lyle A. Baker, Chief: 

1. Blood Volume in Cardiac Failure — Dr. Ervin 
Kaplan; Discussant — Dr. George V. LeRoy; 
2. Myocardial Infarction following Non-penetrating 
Chest Trauma — Dr. William Andrews; Discussant 
— Dr. Chauncey C. Maher; 3. Clinical Evaluation of 
Mitral Commissurotomy — Dr. William O’Connor; 
Discussant — Dr. Richard Langendorf; 4. Involve- 
ment of the Heart and Pericatdium in Hedgkin’s 
Disease — Dr. Lyle A. Baker; Disttssant — Dr. 
Otto Saphir. 

Dr. Walter S. Priest is Chairman of the Clinical 
Section of the Chicago Heart Association and 
Dr. Clayton J. Lundy is Program Chairman. All 
physicians were invited to attend the March 17 
meeting, which was part of the Heart Association’s 
broad program of professional education. 


Appointments at Illinois—Appointment of Drs. 
Gabriel Langfeldt and Isadore Snapper as lecturers 
in the University of Illinois College of Medicine, 
with the rank of professor, has been approved br 
the Board of Trustees. 

The Board also has confirmed the appointment 
of Dr. David S. Ruhe as clinical assistant professor 
of medicine. 

Dr. Langfeldt will serve the University as a 
lecturer in psychiatry. At the present time, Prof. 
Langfeldt is engaged in advanced psychiatric re- 
search at the Manteno State Hospital on a Ful- 
bright Fellowship. He is professor and chairman 
of the Department of Psychiatry at the University 
of Oslo. 

Dr. Snapper will serve as a lecturer in the De- 
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partment of Medicine. At the present time, he 
is educational director of Cook County Hospital, 
Prior to accepting that position on Jan. 1, he was 
director of medical education at Mt. Sinai Hospital, 
New York City, and clinical professor of medicine 
at New York University. 

Dr. Ruhe presently holds a full-time position 
as director of the Medical Audio-Visual Institute 
of the Association of American Medical Colleges, 
He previously held teaching appointments at Emory 
University School of Medicine and New York 
Medical College. He holds bachelor of science 
and master of science degrees from Michigan State 
College, and the doctor of medicine degree from 
Temple University. 


Associate Director Named for Cleft Palate Clinic, 
—Dr. Walter W. Dalitsch has been named associate 
director of the Northwestern University Cleft Lip 
and Palate Institute. Dean Charles W. Freeman 
of the dental school said Dr. Dalitsch will begin 
his new duties Sept. 1. 

Dr. Dalitsch is a staff member of the institute 
and associate professor of oral surgery at the 
dental school. 

The institute is maintaining a complete rehabili- 
tation program for the cleft palate child, as well as 
furthering research and education in this field. 


Oppenheim Lecture.—Dr. Sidney Farber, Director 
of Research of the Children’s Cancer Research 
Foundation, Boston, delivered the fourth annual 
Maurice Oppenheim Lecture at the Chicago Medical 
School, April 10, on “The Nature and Treatment 
of Certain Lipid Metabolic and Related Disorders.” 
The lectureship was established at the Chicago 
Medical School by Alpha Rho Chapter of Phi 
Lambda Kappa. 


London Physician Lectures at University of 
Chicago.—Dr. Austin Bradford Hill, professor and 
director of the department of medical statistics 
and epidemiology, London School of Hygiene and 
Tropical Medicine, University of London, delivered 
a lecture at the University of Chicago School of 
Medicine April 29. His topic was “The Philosophy 
of the Clinical Trial.” Dr. Hill made a tour of 
the University the following day. 


LAKE 

Personal.—Dr. Charles U. Culmer was recently 
voted to membership in the Lake County Medical 
Society. Dr. Culmer, a native of Duluth, Minne- 
sota, received his premedical, medical and_post- 
graduate education at Northwestern University. 
He is a veteran of World War II and is a diplomate 
of the American Board of Surgery. 


Society News.—A joint meeting of the Lake 
County Medical Society and the Medical Officers 
of the Great Lakes Naval Station and Downey 
Veterans Administration Hospitals was held at the 
Elks Glub, Waukegan ,March 10. 
fellowship meeting. 
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MACON 

Personal. Dr. David Wilbur, who for the last 
three and one half years has been the only physician 
in Niantic, has been recalled to service and will 
report to Brooke General Hospital, Fort Sam 
Houston, San Antonio, Texas. His rank is to be 
frst lieutenant, according to the Macon County 
Medica! Society Bulletin. 

Society News.—‘‘Differential Diagnosis of Jaun- 
dice’ was discussed by Dr. Edmund F. Foley, 
clinical professor of medicine, University of Illinois 
College of Medicine, Chicago, before the Macon 
County Medical Society at the St. Nicholas Hotel, 
March 26. 

MADISON 

Society News.—At the March meeting of the 
Madison County Medical Society, Dr. C. Reed 
Boles, St. Louis, spoke on “Problems of the New 
Born.’ 

MERCER 

Physician Honored.—Dr. Charles M. Murrell, 
Sherrard, was recently honored with a public party 
for his forty years of service as a physician of 
Mercer County. Dr. Murrell moved to Moline 
after living in Sherrard since 1925, according to the 
Bulletin of the Iowa-Illinois Central District Medical 
Association. 

ROCK ISLAND 

Society News.—Dr. W. D. Snively, Jr., Medical 

Director, Mead Johnson and Company, Evansville, 


Indiana, addressed the Rock Island County Medical 
Society March 10 on “The Syndrome of Hypo- 


proteinosis of Childhood.” Dr. Walter C. Alvarez, 
formerly head of the department of medicine, Mayo 
Clinic, Rochester, addressed the May meeting of the 
Iowa-Illinois District Medical Association on “How 
Do Women Get So Nervous.” The dinner meeting 
was held at the Plantation in Moline. 

Staff Election—Dr. E. F. Parker, Moline, was 
recently elected president of the staff of Moline 
Lutheran Hospital, suceeding Dr. Paul Linden. 
Other new officers are Dr. J. G. Gustafson, vice 
president and Dr. Philip V. Hall, secretary. Dr. 
L. C. Arp, George Koivun and Paul Youngberg 
were elcted to the executive committee. 


SANGAMON 

Dr. Baer Resigns.—Dr. Walter N. Baer recently 
resigned as deputy director of the state mental 
health department of public welfare, newspapers 
reported... 

WINNEBAGO 

Graduate Conference.—The Winnebago County 
Medical Society was host March 11 to physicians 
from a dozen surrounding counties in Illinois, lowa 
and Wisconsin. 

The occasion was a postgraduate conference 
beginning at 1:00. p.m. and extending into the 
evening at which five speakers from the University 
of Chicago School of Medicine discussed new 
developments in medicine. The conference was 
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arranged by the Illinois State Medical Society, 
whose secretary, Dr. Harold M. Camp of Mon- 
mouth, also spoke. 

The meeting was held in the Faust Hotel. Dr. 
Joseph B. Kirsner, Dr. Theodore N. Pullman, 
Dr. Roger C. Baker, Jr., and Dr. Charles P. Mc- 
Cartney will each give two papers on various 
subjects. The dinner speakers were Dr. Camp 
and Dr. Lowell T. Coggeshall, dean of the Uni- 
versity of Chicago division of biological sciences. 

Wives of those attending were entertained by the 
Winnebago Woman’s Auxiliary. 


GENERAL 


“How’s Your Health” over WGN-TV.—“How’s 
Your Health”, produced by the Educational Com- 
mittee of the IIlinois State Medical Society in 
association with WGN-TV, has presented the fol- 
lowing telecasts: 

George Wakerlin, professor and head of the 
department of physiology, University of Illinois 
College of Medicine, March 23, on “Living With 
Your Blood Pressure”. 

James Segraves, clinical assistant in bone and 
joint surgery, Stritch School of Medicine of Loyola 
University, March 30, on “Casts for Fractures”. 

Hans Von Leden, assistant professor of otolaryn- 
gology, Northwestern University Medical School, 
April 6, “You Breathe to Live”. Equipment was 
provided by Clay-Adams Company and Denoyer- 
Geppert Company. 

Arthur J. Atkinson, assistant professor of medi- 
cine, Northwestern University Medical School, 
April 13, “The Physiology of Digestion”. Equip- 
ment was provided by Standard X-Ray Company 
and Denoyer-Geppert Company. 

Theodore R. Van Dellen, assistant dean at North- 
western University Medical School, and Medical 
Editor of the Chicago Tribune, appeared in all 
telecasts as moderator. 

“Your Doctor Speaks” over FM Station WFJL.— 
In the radio series “Your Doctor Speaks” over FM 
Station WFJL, the following physicians appeared 
in transcribed broadcasts under the auspices of the 
Educational Committee of the Illinois State Medical 
Society: 

Morton A. Goldmann, associate attending physi- 
cian, department of internal medicine, Cook County 
Hospital, March 26, “How Can You Avoid Trouble 
With Your Heart”. 

Herbert D. Trace, adjunct in surgery, Mt. Sinai 
Hospital, April 2, “Heart Surgery”. 

Allen C. Hrejsa, associate attending surgeon, 
Illinois Masonic Hospital, April 9, “Your Ulcer— 
Does It Deserve Surgery”. 

Paul C. Tracy, member of the pediatric staff, 
Children’s Memorial Hospital, April 16, “Infant 
Feeding”. 
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Lectures Arranged Through the Educational Com- 
mittee of the Illinois State Medical Society: 

George L. Drennan, Jacksonville, Bond County 
Health Improvement Association in Greenville, 
March 30, on “Medicine: 1953”. 

Lectures Arranged Through the Scientific Service 
Committee of the Illinois State Medical Society: 

Harry A. Oberhelman, Chicago, Lee-Whiteside 
County Medical Society in Dixon, April 16, on 
“Massive Upper Gastrointestinal Tract Hemor- 
rhages”. 

Stephen O. Schwartz, Chicago, DeKalb County 
Medical Society in Sycamore, April 28, on “The 
Value of Marrow Biopsy in the Evaluation of 
Anemias”. 

Donald I. Bell, Evanston, Bureau County Medical 
Society in Spring Valley, May 12, on “Types of 
Diabetes and Management”. 

Cleveland J. White, Chicago, Henry County Medi- 
cal Society in Geneseo, May 13, on “Diagnosis and 
Treatment of Common Diseases of the Skin”. 

Frederick H. Falls,. Chicago, Lee-Whiteside 
County Medical Society, Rock Falls, May 13, on 
“Classical versus Low Cervical Cesarean Section”. 


Chauncey C. Maher, Chicago, Stock Yards Branch 
of the Chicago Medical Society, May 14, on “Diag. 
nosis of the Second and Third Coronary Throm. 
bosis”. 

John L, Reichert, Chicago, Lee-Whiteside County 
Medical Societies in Dixon, June 18, on “Immuniza. 
tion Procedures With A Reference to Gamma 
Globulin”. 

Samuel L. Governale, Chicago, Henry County 
Medical Society, Geneseo, July 8, on “Newer De. 
velopments in the Treatment of Hernias”. 

American Geriatrics Society——The tenth Annual 
Meeting of the American Geriatrics Society will 
be held at the Hotel Commodore, New York City 
on May 28-30. The first two days are devoted 
to scientific papers and discussions. The annual 
dinner will be held on Friday evening, May 29th. 
On Saturday afternoon the Society is invited to 
see the work being done at the William I. Sirovich 
Day Center, 203 Second Avenue, New York City, 
Miss Frances King, Director. Dr. Willard 0, 
Thompson, Chicago, is president of the organiza- 
tion; Dr. Malford W. Thewlis, Wakefield, R. I, 
secretary; Dr. Richard J. Kraemer, Greenwood, 
R. I., treasurer. 


SURGERY OF ADRENALS 


Adrenal surgery is now in a fast moving 
evolutionary stage. ‘The reasons for this recent 
interest in adrenal surgery are fourfold: 1, the 
discovery of cortisone which, together with pre- 
viously available substances, makes it possible to 
maintain life in the absence of the adrenal 
glands; 2, the development of powerful adreno- 
lytic agents (diabenamine, benzodioxane, and 
regitine) capable of blocking the action of 
epinephrine and norepinephrine, which are pro- 
duced in excessive amounts by the adrenal medul- 
lary tumor, pheochromo-cytoma ; 3, the isolation 
and availability of norepinephrine, a powerful 
vasopressor agent ; and 4, improved surgical tech- 
nique. Harold A. Zintel, M.D., Recent Advances 
in Surgery of the Adrenal Gland. Pennsylvania 
M. J., Sept. 1952. 
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THYROID CARCINOMA 

Carcinoma originating in an adenoma of the 
thyroid usually is papillary and may grow slowly 
and metastasize to the nodes of the neck very 


gradually. On the other hand, primary car- 
cinoma arising in the thyroid gland itself, rather 
than in an adenoma, usually is of the aveolar 
type and spreads more rapidly by the blood 
stream to the lungs. | When the so-called lateral 
aberrant thyroid carcinoma is present, the con- 
dition would be treated as what it really is. 
It is carcinoma arising in the lobe of the thyroid 
with metastasis to the adjacent cervical nodes. 
This condition is treated best by the total re- 
moval of the isthmus and corresponding lobe 
of the thyroid, together with an incontinuity 
radical neck dissection on the involved side. 
James M. Ovens, M.D., The Therapy of Carcino- 
ma of the Thyroid Gland, Arizona Med. Nov. 
1952. 
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Because so many parents 


think of phenobarbital as a big, bad wolf... 


_..§.K.F. has dressed it up in sheep’s clothing. ‘Eskaphen B’ Elixir is the ideal 
phenobarbital preparation for children. Its color, its taste, and its name 
completely disguise the phenobarbital content. When you write ‘“Eskaphen B”, 


anxious parents need not know you are prescribing a barbiturate. 


ES KA PH EN B* Elixir & Tablets 
(the disguised phenobarbital—with B,) 


Each 5 ce. teaspoonful of Elixir (and each tablet) contains: 
phenobarbital, 14 gr.; thiamine hydrochloride, 5 mg. 


Smith, Kline & French Laboratories, Philadelphia 


* T.M. Reg. U. S. Pat. Off. 
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MEDICAL MANAGEMENT OF PERIPHERAL 
VASCULAR DISEASE 3 


Addison B. Scoville, Jr., M.D., and Morse Kochtitzky, 


M.D. In THE JOURNAL OF THE TENNES- 
SEE STATE MEDICAL ASSOCIATION, 
45 :9 :339, September 1952. 

One of the greatest challenges in the field of 
internal medicine is the proper management of 
diseases involving the peripheral circulation. 
Peripheral vascular disease implies an imbalance 
between the metabolic needs of the_tigsue~and 
its blood supply. 
al methods designed to correct this imbalance. 

Heat may be used either directly or indirectly. 
The direct application of heat by any means 
including thermo-regulated foot cradles is poten- 


tially dangerous, 


Physical medicine offers sever- 


If the increase in blood supply 
by vasodilatation is not greater than the in- 
crease in metabolic activity brought about by 
heat, tissue death is inevitable. 'The most fre- 
quent cause of gangrene is the injudicious use 
of heat. On the other hand, reflex heat or main- 
taining the environmental temperature at 80-85 
degrees F. is worthy of use. Advising a patient 
to place his hands and arms in hot water to warm 
his feet is sound advice. Here reflex vasodilata- 
.tion is achieved without increasing metabolic 
activity. 

The mechanical alteration of blood flow by 
exercise beds, venous compression, and massage 
is another method used in physical medicine. 


PHYSICAL MEDICINE ABSTRACTS 


EMIL D. W. HAUSER, DEPARTMENT EDITOR 


Probably the chief value of Buerger’s exercises 
is to encourage the patient to care for his fect. 
Exercise such as walking up to tolerance is effcc- 
tive in increasing blood supply to the muscles. 
Passive vascular exercises and intermittent ve- 
nous compression are not used often at the 
present time. ‘The oscillating bed used inter- 
mittently or continuously is a most satisfactory 
form of mechanical therapy. 


A METHOD OF QUANTITATIVE HEAT 
APPLICATION TO SMALL SKIN AREAS 

AT CONTROLLED TEMPERATURE 

V. Guillemin, F. Benjamin, T. Cornbleet and M. I. 


Grossman. In JOURNAL OF APPLIED PHYS- 
IOLOGY, 4:12 :920, June 1952. 


In connection with certain experiments on 
the effects of heat stimulation on small areas of 
the human skin, it became necessary to design a 
probe for applying measurable quantities of heat 
energy at known temperatures. The instrument 
described here has been found to be well adapted 
for this purpose and incorporates certain novel 
features of construction which merit description. 

The important specifications to be met are: 
(1) The temperature of the probe should be 
constant over the whole surface of contact. 


(2) The temperature sensing element should in- 


dicate the true temperature of the probe surface. 

(3) The heat capacity of the heater-thermometer 

assembly should be as low as possible. (4) »The 
(Continued on page 46) 
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& PRODUCT FOR 
PATIENT PROTECTION 


LABORATORY 
REPORTS 


EVER SINCE physicians and hospital executives discovered cighteen\\ | support experience — 
offer explicit data 


years ago that Dermassage was doing a consistently good job of help- 

ing to prevent bed sores and keep patients comfortable, lotion type \ on the positive 
body rubs of similar appearance have been offered in increasing \ protection afforded 
numbers. A by Dermassage. 


But how many professional people would choose any product for pa- 
tient use on the basis of appearance? 


DERMASSAGE protects the patient's skin effectively and aids _ 
in massage because it contains the ingredients to do the job. EDISON'S 


It contains, for instance: LANOLIN and OLIVE erma S a q 


and soften dry, sheet-burned skin; MENTHOL 
Chinese crystals to ease ordinary itching and irritation and leave a 
cooling residue; germicidal HEXACHLOROPHENE—enough to minimize 
the risk of initial infection, give added protection where skin breaks 
occur despite precautions. With such a formula and a widespread repu- 
tation for silencing complaints of bed-tired backs, sore knees and el- 
bows, Dermassage continues to justify the confidence of its many friends 
in the medical profession. 

Where the patient’s comfort in bed (1) contributes in some measure to 
recovery, or (2) conserves nursing time by reducing minor complaints, 
you cannot afford a body rub of less than maximum effectiveness. You 
can depend upon Dermassage for effective skin protection because it 
contains the ingredients to do the job. 


Test DERMASSAGE 


for your own satisfaction— 
on the patient who 


chafes at lying abed! 


CLIP THIS CORNER 
to your LETTERHEAD 
fora liberal trial sample of 
EDISONITE SURGICAL CLEANSER 
Strips stain and debris from 
instruments and leaves them film-free 
after a 10-to-20 minute immersion 


in Edisonite “chemical fingers” 
solution. Harmless to hands, 


as to metal, glass and rubber. 
EDISON CHEMICAL COMPANY, 
30 W. Washington st., Chicago 2. 


IMJ 5-53 
EDISON CHEMICAL Co. 
30 W. Washington, Chicago 2 
Please send me, without obligation, your Professional Sample 


of DERMASSAGE. 
Dr. 


Address 
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When You Refer 
Patients with 
ALCOHOLISM... 


Blood examinations, urinalysis, liver function, 
B.M.R., blood sugar and other important 
diagnostic tests are performed in a modern, 
well-equipped laboratory. 


Years of experience in the specialized care of re 


alcoholic addiction enable The Keeley Insti- 
tute to embody the following phases of 
therapeutic approach—gradual withdrawal, 
physical rehabilitation, re-orientation an 
re-education. 


Soon after admission the patient is given 
a thorough physical examination and labora- 
tory studies. His nutritional-status—highly 
important in alcoholism—is thoroughty 
investigated. Pertinent information regarding 
physical and psychosomatic disorders is 
obtained and related to each successive 
examination. 


All patients receive the utmost considera- 
tion from our staff of full-time physicians. 
Restraining methods and avulsive reactors 
are not employed. The referring physician is 
constantly informed of the patient’s progress. 


Member, American Hospital Association 
Member, Illinois Hospital Association 
The Keeley Institute is accredited by the Council 
on Medical Education and Hospitals of the A.M.A. 


Complete information, including rates, will be 
furnished to physicians on request. 


THE KEELEY INSTITUTE 
DWIGHT, ILLINOIS 
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temperature is indicated directly on a dial 
(rather than being found, for example, by bal- 
ancing a potentiometer) which adds greatiy to 
the convenience of use of the probe. It is also 
desirable that the instrument be rugged, stable, 
portable and convenient to operate. 

Methods are described for calibrating the 
probe and for determining how closely the in- 
dicated temperature corresponds to the ‘rue 
temperature of the probe tip surface. This probe 
has been used to determine the influence of 
temperature and duration of heat stimulatio. in 
the production of skin flare, macule and bli-ter 
formation in the human skin. 


PAIN REACTION TO LOCALLY 
APPLIED HEAT 
F. B. Benjamin. In JOURNAL OF APPLI£D 

PHYSIOLOGY, 4:12 :907, June 1952. 

An instrument has recently been designed and 
built by Guillemin of the Aeromedical and 
Physical Environment Unit of the University 
of Illinois which permits the heating of a small 
area (16 mm.) of the skin with immediate 
registration and accurate control of temperature 
and energy input. The heat is applied by means 
of a probe which ends in a thin square sheet of 
metal (0.5 x 4 x 4 mm.) which is in contact with 
the resistance thermometer and a heating ele- 
ment. A complete description of the instrument 
has been published earlier. 

To determine the pain threshold with this 
instrument the applicator was placed on the 
skin and the probe temperature and indirectly 
the temperature of the skin with which it is in 
contact were increased with a constant energy 
input. The threshold was taken as the point 
where pain was first reported. 

Ten normal young males, who were specifically 
trained for accurate perception of the pain 
threshold, were used. By changing the rate of 
temperature increase in a random fashion the 
element of subjectivity was largely eliminated. 
The results show that the surface temperature 
at the time the pain threshold is reached is 
directly related to the heat energy input, and 
that the temperature gradient across the skin 
( measured with thermocouples) at the time the 
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DIETARY SUPPLEMENT 


Regardless of cause or patient 
age, the need for dietary sup- 
plementation frequently arises. 
Whenever such supplementa- 
tion is indicated to round out 
the intake of essential nutrients, 
a truly broad spectrum supple- 
ment—one that supplies not- 
able amounts of all important 
nutrients—will serve the pa- 
tient optimally. 

Ovaltine in milk, a delicious 
food drink, has long been widely 


prescribed for this purpose. As 
the appended table shows, it 
supplies substantial amounts of 
virtually all nutrients known to 
take part in metabolism, from 
biologically top-grade proteins, 
through the gamut of the essen- 
tial vitamins, to the minerals 
needed in trace amounts. 
Whenever the patient’s nu- 
tritional state must be im- 
proved, Ovaltine deserves the 
physician’s first consideration. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three Servings of Ovaltine in Milk Recommended for Daily Use Provide the Following 
Amounts of Nutrients 


n e (Each serving made of 2 oz. of Ovaltine and 8 fl. oz. of whole milk) 


MINERALS 


CHLORINE 


*CARBOHYDRATE 


“PROTEIN (biologically complete) 


30 Gm 


*Nutrients for which daily dietary allowances are recommended by the National Research Council 


VITAMINS 
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pain threshold is reached is directly related to 
the heat energy input. 

The findings are discussed in view of the 
various theories of heat pain and found com- 
patible with the view of Buettner that heat pain 
is determined by a definite temperature level at 
a point slightly below the skin surface. 


USE OF ULTRA-VIOLET LIGHT IN 
SKIN DISEASES 
Clara Wasten, In THE 

BRITISH JOURNAL OF PHYSICAL MEDI- 

CINE, 15 :9:205, September 1952. 

In a recent review ‘of famous textbooks on 
dermatology and x-ray therapy, Warren found 
that some writers were doubtful as to the value 
of ultraviolet light in dermatological conditions. 
It seemed that if ultraviolet light apparatus and 
administrators were available ultraviolet light 
was used, but if superficial x-rays were more 
accessible these were used more frequently. 

This brings up the problem as to whether the 
ultraviolet light apparatus should belong to -the 
skin department, there to be administered by 
qualified dermatologists, or whether the appara- 


tus should remain as part of the department of 
physical medicine. In the latter case all skin 
patients would be seen by the physician in charge 
of that department, and that physician woul not 
necessarily have had any dermatological ex perj- 
ence, plus the fact that this would add to the 
number of patients waiting for physical thcrapy 
treatment. 

As a dermatologist, Warren feels that she 
should order and supervise the administr. tion 
of ultraviolet light herself so that there v ould 
also be more freedom in using local medican ents 
between treatments. She would be able to tart 
treatment for the patient immediately wit :out 
his having to be put on a waiting list for t-at- 
ment. However, Warren also realizes that \ hen 
the department of physical medicine super ises 
the treatment there is the benefit of discuss ong 
with the other physicians. New and different 
methods of treatment can be assessed, and the 
friendly cooperation helps to prevent fur her 
isolation of departments. 

Warren gives a brief discussion of the various 
types of ultraviolet light, contra-indications and 
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$5,000 accidental death Quarterly $8.00 
$25 weekly indemnity, accident and sickness 


$10,000 accidental death Quarterly $16.00 
$50 weekly indemnity, accident and sickness 


$15,000 accidental death Quarterly $24.00 
$75 weekly indemnity, accident and sickness 


$20,000 accidental death Quarterly $32.00 
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ALSO HOSPITAL INSURANCE 
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5.00 per day 10.00 per day 15.00 perday 20.00 per day 
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$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
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0.5 Gm. (7% gr.); bottles 
of 100 and 500. 


ALZINOX Magma 


0.5 Gm. (7% gr.) per 5 cc.; 
bottles of 8 fl.oz. 
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sedation and 
spasmolysis: 

Tablets ALZINOX with Phenobar- 
bital (“4 gr.) and Homatropine 


Methyl Bromide (1/100 gr.); 
bottles of 100 and 500. 
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dosage. The following skin disorders have been 
benefited by her treatment with ultraviolet light: 
pyodermas, infected fissures, moniliasis of mouth, 
acne, deep pustular acne, keloids, alopecia areata, 
psoriasis, vitiligo, synovial joint cysts, lupus 
vulgaris, and traumatic leg ulcers and varicose 
ulcers. 


GAIT ANALYSIS OF THE HEMIPLEGIC 
PATIENT: FORCE PLATE AND 
STROBOSCOPIC STUDIES 
Morton Marks, M.D. In PAN AMERICAN MEDI- 
CAL WOMAN’S JOURNAL, 59:4:17, April 1952. 
The patient with hemiplegia is an extremely 
common problem, occurring in all age groups. 
Considerable interest has recently been directed 
toward the primary treatment of and the re- 
habilitative measures applicable for a reduction 
in the severity of the handicaps of these indi- 
viduals, As gait abnormalities are obvious, em- 
phasis has been placed upon their correction ; 
but quantitative analyses which might afford a 
more objective evaluation have not been exten- 


sively carried out. It has long been felt that 
objective studies might be of value in determin. 
ing the basic motor patterns responsible for the 
gait disturbance. In this way, the effect of gait 
training and the influence of the short leg brace, 
commonly prescribed to afford greater stability 
to the patient and counteract the talipes equi- 
novarus position of the foot, could also be more 
objectively evaluated. 

The force plate is an instrument recently 
developed to analyze gait patterns. It has de- 
veloped into a complex apparatus which can 
measure the ground reactions used during valk- 
ing, i.e., the forces developed during the } riod 
of contact of the lower extremity with the gi »und 
during the stance phase. Simultaneouesly, »\sing 
an interrupted light camera similar to the’ de- 
veloped by Marey, a stroboscopic photogray of 
the test subject can be obtained for the p: riod 
during which the ground reactions are reco: ded, 
This photograph records the relative ions 
of the various segments of lower extremity to 
each other and in space throughout the wal xing 
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Quadrinal tablets 


~ QUADRINAL TABLETS CONTAIN FOUR 
DRUGS, EACH SELECTED FOR ITS 
PARTICULAR EFFECT IN CHRONIC 


RESPIRATORY CONDITIONS. 


R Y2 or 1 Quadrinal Tablet every 


3 or 4 hours, not more than 
three tablets a day. 


ASTHMA AND RELATED ALLERGIC a Each Quadrinal Tablet contains ephe- 


drine hydrochloride % gr. (24 mg.), 
phenobarbital % gr. (24 mg.), Phyllicin 
(theophylline-calcium salicylate) 2 gr. 
(120 mg.), and potassium iodide 5 gr. 
(0.3 Gm.) 


mealies Tablets are marketed in bottles of 100, 500 and 1000. 


Quadrinal, Phyllicin. Trademarks E. Bilhuber, Inc. 
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Synthetic vitamin A, in readily absorbable form, 

has now been added to the formula of Vi-Penta Drops. 
With synthetic vitamin A—an achievement of the 
Roche Research Laboratories—there is no chance of 
unpleasant fishy taste or odor. Vi-Penta Drops also 
provide generous amounts of vitamin D, plus vitamin C 
and B-complex factors, to protect infants and children 


are an aqueous solution, freely miscible with milk, 
infant formula and fruit juice. They are easy to give, 
easy to take and well tolerated. The potency of 


Vi-Penta Drops is protected by dating each package. 
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KNOX GELATINE 


ASA 
PHARMACEUTICAL PRODUCT 


Nat oll ia made like KNOX! 


For example, Knox is made with the same rigid 
type of controls which are back of the only ac- 
cepted blood plasma extender for use in shock 
management. A number of gelatines have an 
acid pH whereas the pH of Knox Gelatine is 
neutral. 


For over 50 years Knox has always had the 
patient in mind, and every one ofthe seventeen 
steps in the Knox operation is controlled as 
carefully as the finest pharmaceutical, with the 
result that Knox standards are higher than 
U.S.P. and 85 to 87 per cent of Knox Gelatine 
is pure protein composed 100 per cent of vari- 
ous amino acids. 


Knox Gelatine is practically standard in the 
diets of Diabetes, Colitis, Peptic Ulcer and Low 
Salt, Reducing and Liquid and Soft Diets. 


If you are interested in seeing just how Knox Gelatine is 
made, write for our new photographic brochure, “Behind 
the Scenes with Knox Gelatine” (reading time—10 min- 
utes). At the same time specify brochures on any diets 
mentioned above in which you may be interested. Knox 
Gelatine, Johnstown, N. Y. Dept. IL 


KNOX GELATINE U.S. P. 
ALL PROTEIN NO SUGAR 
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cycle. The joint movements, i.e., the angular 
forces developed at the joints, can be calculated 
from correlating the ground reactions \ ith the 
exact position of the limb at that time. These 
methods have been extensively employed in the 
study of amputees, directed primarily at the 
design and perfection of artificial lowe limbs 
that will duplicate the gait characteri-‘ics of 
the normal. 


The gait characteristics of eleven mo rately 
spastic hemiplegics have been studied. In all] 
the cases the disturbance was ascribed {» ante- 
cedent vascular accidents in the distribu’ ion of 
the middle cerebral artery, 6 weeks to . years 
prior to the study. The results of th right 
hemiplegic were compared with those of 1 ¢ left 
hemiplegic. Control records were obtaine. from 
normal subjects. 


An analysis of the records disclosed .bnor- 
malities of motor performances of a ‘imilar 
character in the nonparetic as well as the pa- 
retic lower extremity. This corroborates well 
with other clinical and physiologic observations 
showing bilateral impairment of motor fuuction 
in the presence of unilateral brain disease. An- 
other interesting feature noted in this study 
was that neither the wearing of the short leg 
brace nor the period of retraining altered sig- 
nificantly the observed motor patterns. From 
this it must not be assumed that these procedures 
are valueless in improving the gait of the hemi- 
plegic patient. Unfortunately, the nature of 
this study was such that only the stance phase 
could be adequately investigated. Since the 


maximal benefit of the brace seems to occur 
immediately prior to the stance phase, in that 
the abnormal position of the foot is corrected, 
insuring the patient of a stable support on which 
he can bear weight, final objective evaluation 
must await a more detailed and comprehensive 
gait analysis in which both phases can be con- 
sidered. 


The results of this study suggest also that 
some of the methods in use in attempting gait 
retraining are unphysiologic. It is common- 
place for the therapist to teach the paient to lift 
his leg in initiating the swing phase. This re- 
sults, if successful, in an exaggerated steppage 
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spasmolysis alone 
isnot enough 


For prompt and more effective relief of belching, 
bloating, flatulence, nausea, indigestion and constipation, 
prescribe Decholin/Belladonna for 


reliable spasmolysis 

e inhibits smooth-muscle spasm 

¢ suppresses incoordinate peristalsis 

e facilitates biliary and pancreatic drainage 


+ 


improved liver function 
e increases bile flow and fluidity through hydrocholeresis 


e enhances blood supply to liver 
¢ provides mild, natural laxation — without catharsis 


DECHOLIN® with BELLADONNA 


Dosage: One or, if necessary, two 
Decholin/Belladonna Tablets three times daily. 


Composition: Each tablet of Decholin/Belladonna 
contains Decholin (dehydrocholic acid, AMES) 3% gr., 
and ext. of belladonna, 1/6 gr. (equivalent to 

tincture of belladonna, 7 minims). Bottles of 100. 


AMES /\ ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto bate 
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Physical Medicine (Continued) Duryee concludes that there are no specific 
gait. A more normal physiologic pattern re- therapies in peripheral vascular disease. Nj 
quires a “push off” effect, correlated with the outline of treatment can be given which would 
forceful contraction of the gastrocnemius mus- fit even the majority of patients suffering from 
cle. In addition, in view of the bilaterality of any one of the usual peripheral vascular diseases, 
motor abnormality, it seems logical that train- He cautions that enthusiasm for any one mo. 
ing should stress the reciprocal bilateral nature dality of treatment should not tempt the physi. 
of gait, with the nonparetic extremity receiving cian to depend upon it alone, for much of the 
more attention than was commonly affored it in improvement is spontaneous, and credit should 
the past. not be given to a particular therapy without 
just reason. 


CIRCULATORY DISEASES OF THE 

EXTREMITIES 

A. Wilbur Duryee, M.D. In NEW YORK STATE 
JOURNAL OF MEDICINE, 52:18 :1275, September 


Tuberculosis continues to exert a greater i fluence 
15, 1952, upon the health and welfare of mankind then does 
Since arteriosclerosis of the vessels of the ex- pert: mps any other infectious disease. It is a disea 
which frequently occurs during the early adu!: years 
tremities, varicose veins, and phlebitis make up 9 jife and significantly during the economical y pro. 
an ever-increasing part of the: general practi- ductive years. Tuberculosis affects not only the nadie 
tioner’s problems, the author attempts in this as an individual but also influences the patient’: entire 


article to evaluate certain modalities as they family. The future activities and the social progress 
of the patient and his family are frequently . ltered, 


apply to various peripheral vascular diseases. 
‘ A sometimes for tter and sometimes for worse. sa 
scusses the jas Tugs, an- 

He discusses the place of vasodilator drugs, truly clinical disease, tuberculosis continues to be one 

tibiotics, anticoagulants, mechanical agents, and o¢ the most frequently missed diagnoses. James M 


surgery in peripheral vascular diseases, Blake, M.D, N.Y.S. J. of Med. Feb. 1, 1952, 
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This year come to beautiful Hotel Colorado in Glenwood Springs 
where recreation, relaxation, and pleasure unlimited await you in the 


cool, colorful heart of the Rockies. You'li love the individual, thoughtful 


dati and g ine Western 


service, superb cuisine, luxurious 


hospitality. Make your plans now! 


American Plan Rates Within Reach of Everyone! 


All-inclusive American Plan rates include rooms, choice of meals 
from selective menus, and all these extras at no additional charge: 
swimming daily in the filtered, warm-water patio pool; free golf daily, 
as many rounds os you wish; daily mineral bath; daily horseback 
riding; nightly entertainment and dancing, including square dancing; 
fishing; tennis; outdoor Western-style barbecue! 


Send for FREE Folder and Rate Information Today! 


For the most complete, most enjoyable vacation of your lifetime at 
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ENDOCRINE TREATMENT IN GENERAL Practice.—Edited 
by Max A. Goldzieher, M.D., Joseph W. Goldzieher, 
M.D. Published by Springer Publishing Company, 
Inc., New York. Date of Publication: Jan. 23, 
1953. Price $8.00. 

In contrast to the usual textbook on endocrinology 
this text has been completed with emphasis upon prac- 
tical treatment. All extraneous material dealing with 
experiment work, conflicting theories and detailed 
complicated chemical and physiological reaction have 
been eliminated. 

Twenty-one specialists in the various fields of medi- 
cine and surgery have collaborated in presenting a 
simple, direct guidebook on endocrine therapy which 
applies to the general practice of medicine. For this 
reason the book is arranged according to the types of 
metabolic disturbances and the localization of the 
presenting symptoms. This is in sharp contrast to the 
time-honored method used in most endocrine texts in 
which the individual glands and their pathology are 
discussed separately. 

The latest uses of cortisone and A.C.T.H. in a wide 
variety of clinical conditions is discussed with ample 
emphasis on what clinical response to be expected and 
what side effects to guard against. 


THE LITERATURE ON STREPTOMYCIN. By Selman A. 


Waksman. Revised Edition, 1952. Published by . 


Rutgers University Press, New Brunswick, New 

Jersey. Price $5.00. 

Since the isolation of streptomycin from the culture 
medium of an actinomyces belonging to the species 
streptomyces griseus in January 1944, over 6,000 papers 
have been published on the subject. 


BOOK REVIEWS 


This 450 page book, presents a complete inventco. \ of 
all the papers, articles, and abstracts concerning the 
subject. There is an increase of almost 4,000 refer- 
ences since the first edition was published in 194s. 


ELEMENTARY MEDICAL Statistics, THE PRINCIPLES OF 
QuaNtTITAtivE MepIcINE: by Donald Mainland, 
M.B., Ch.B., D.Sc, F.R.S.E., F.R.S.C., Professor 
of Medical Statistics, Division of Medical Statistics, 
the Department of Preventive Medicine, New York 
University College of Medicine. 327 pages with fig. 
23. Philadelpheia and London: W. B. SAUNDERS 
COMPANY, 1952. Price $5.00. 

“Tt is the physician’s duty to do his best for his 
patients, and if he believes that there is some evidence 
in favor of a certain treatment he will feel bound to 
use it.” 

This book is designed primarily for practitioners or 
students who are to become practitioners, to help them 
develop an ability to evaluate what they read in medical 
journals and hear at medical meetings. 

The author has organized his material well, and 
leads the reader step by step to an understanding of 
the application of statistics in the field of diagnosis. 


LCs 


BACTERIAL AND Mycoric INFECTIONS OF Man, Second 
Edition, edited by Rene J. Dubos, Ph.D., The Rocke- 
feller Institute for Medical Research, with 36 col- 
laborators. 1952. 900 pages. 98 illustrations. $7.50. 
J. B. LIPPINCOTT COMPANY, Philadelphia. 
The second edition of this outstanding book is written 
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In the form of AMINoDROX, three out of four pa- 
tients can be given therapeutically effective ora/ doses 
of aminophylline. 

This is possible with AminopRrox because gastric 
disturbance is avoided. 

Now congestive heart failure, bronchial and car- 
diac asthma, status asthmaticus and paroxysmal 
dyspnea can be treated successfully with ora/ amino- 
phylline in the form of AMINODROX, 

Aminodrox Tablets contain 1 1/2 gr. aminophylline with 2 gr. 
activated aluminum hydroxide. 

Aminodrox-Forte Tablets contain 3 gr. aminophylline with 4 
gr. activated aluminum hydroxide. 

Also available with 1/4 gr. phenobarbital. 
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BOOK REVIEWS (Continued) 


by a distinguished group of contributors, who with a 
few exceptions, are from Eastern. medical schools. 
There are sections on the role of bacteria in disease in 
general, the host-parasite relationship, serology and 
immunochemistry, allergy and blood groups as well as 
conventional chapters on individual bacterial diseases. 
The section on medical mycology is brief but fairly 
complete. The book concludes with chapters on sterili- 
zation, chemotherapy, epidemiology and applied medical 
bacteriology. The new material includes sections on 
bacterial genetics and physiology by Dr. Jacques Monod, 
blood groups by Dr. Philip Levine and chemotherapy 
by Dr. Walsh McDermott. 


The writing is somewhat uneven, as is often the 
case in collaborative efforts. Evidently the day of 
textbooks written from and colored by the experience 
of one individual is passing, with the result that the 
information made available to us is more encyclopaedic 
although more difficult to absorb. This particular 
cooperative effort is much better reading than most. 


ATLas OF MepicaL Mycotocy. By Emma Sadler Moss, 
B.S., B.M., M.D. and Albert Louis McQuown, BS: 
B.M., M.D. Published by The Williams & Wilkins 
Company, Baltimore. 1953. Price $8.00. 

This book is a must for all dermatologists and 
pathologists. It is a valuable asset in the library of any 
physician in general practice. 

Most physicians are confused and a bit befuddled by 
the complexities of fungus diseases and rarely make a 
specific diagnosis. This textbook reduces the subject 
to a logical and understandable basis. 

The first chapter is devoted fo’’a élassification of 
fungi. Subsequent chapters deal with~ the specific 
organisms. In these chapters, each large group of 
fungi are clearly elucidated as to etiolégy, classification 
and distribution. The clinical disease is described with 
both its cutaneous and systematic manifestations. 
Methods of x-ray and laboratory diagnoses are defined 
as well as its vital mycolgy. ’ 

These chapters are each concluded by a brief dis- 
cussion of the histologic findings and practical methods 
of treatment and prognoses. 

These separate chapters are well illustrated in clinical 
photographs of the organisms and histologic slide ma- 
terial taken from representative diseased tissue. 

The final chapters deal with such titles as Immu- 
nology, Culture Media and Formulary. 


Forensic MEpICINE, Second Edition, by Keith Simpson, 


M.D. (Lond.), readers in forsenic medicine to the 


University of London. THE WILLIAMS AND 

WILKINS COMPANY, 1952. $4.50. 344 pages. 

This short book is intended to acquaint the medical 
student with forensic medicine and toxicology. In 
addition to the usual discussion of the medico-legal 
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autopsy, chapters on evidence, ethics, legal procedure 
and the medico-legal aspects of mental disease are 
included. The section on toxicology is adequate. 

The book is of course written with particular +efer- 
ence to medico-legal procedures in England, |ut its 
scope is broad enough to interest the American niedical 
student. It is easy to read and does not empiasize 
technical and laboratory data. 


J. 
THE PRINCIPLES AND PRACTICE OF 
A Textbook for Students and Doctors By 


L.S. P. Davidson, B.A.Cantab., M.D., F.R.C.:’.Ed, 
F.R.C.P. Lond., M.D., Oslo. Published by The 
Williams & Wilkins Co., Baltimore, 1952. rice 


$6.75. 

This is just another textbook of medicine. ©. the 
flyleaf it states it is a textbook for students and 
Doctors. However, it seems it would be more «ppli- 
cable for students. Most likely the English mi dical 
student would find it of more value than his Ame: ican 
Cousin. 

There are relatively few diagrams and one «olor 
plate. The type and paper make for easy reading, and 
the arrangement of material is logical. 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be cousid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
as space permits each month. Readers desiring additional 
information relative to books listed, may write-the Editor who 
will gladly furnish same promptly. 

OpeRATIVE GYNECOLOGY. By Richard W. TeLinde, 
Professor of Gynecology, Johns Hopkins University 
and Chief Gynecologist, Johns Hopkins Hospital. 
409 figures and 7 color plates. Second edition. J. B. 
Lippincott Company, Philadelphia, Pa. $20.00. 


ESSENTIALS OF INFANT FEEDING FOR PHYSICIANS. A 
Practical Text for Rapid Reference. By Herman 
Frederic Meyer, A.B., M.D., Assistant Professor, 
Department of Pediatrics, Northwestern University 
Medical School, Associate Attending Physician, 
Children’s Memorial Hospital, Chicago, Courtesy 
Attending Physician, Evanston Hospital and St. 
Francis Hospital, Evanston, [Illinois. Publisher, 
Charles C. Thomas, Springfield. $7.75. 


PHEOCHROMOCYTOMA AND THE GENERAL PRACTITIONER. 
By Joseph L. DeCourcy, M.D. and Cornelius B. 
DeCourcy, M.D., Authors of Pathology and Surgery 
of the Thyroid. DeCourcy Clinic, Cincinnati, Ohio. 

SYMPTOMS AND SIGNS IN CLINICAL MEDICINE, An 
Introduction to Medical Diagnosis. By E. Noble 
Chamberlain, M.D., M.Sc., F.R.C.P., Senior Lecturer 
in Medicine, University of Liverpool; Senior Physi- 
cian, Royal Southern Hospital, Liverpool ; Physici:n 


(Continued on page 62) 
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exceptionally well-tolerated 
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INE, of minimum particle size 
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a for maximum therapeutic effect 
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jean seborrheic dermatitis, 
‘= and other skin disorders 
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tional 
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inde, 
a: Thylox Sulphur—of a particle diameter uniformly 2 microns or 'ess— 
pital. approaches the ideal of results minus reaction in topical sulphur therapy, 
}. B because it offers these advantages... 
A Rapid surface dispersion and permeation of sulphur in a highly efficient form 
man 
Sor, Extensive sulphur surface area permits prompt formation 
sity of therapeutically effective polysulphides 
‘ian, 
tesy Avoids the irritation commonly found with alkalinized forms of sulphur, 
7 and the necessity for using sulphur in excessive amounts 
ler, 
 '‘THYLOX SULPHUR CREAM THYLOX SULPHUR SOAP” 
= Contains 4% Thylox Sulphur (anhy- Contains 712% Thylox Sulphur (anhy- 
hio drous), plus 0.5% hexachlorophene, in a drous), plus hexachlorophene 1%. Sug- 
Aa greaseless absorption base. Blends read- gested for routine skin cleansing when 


ily with the skin, has no sulphur odor, is 
easily removed with warm water. Avail- 
able in 144-0z. tubes. 


SAMPLES AND LITERATURE TO PHYSICIANS ON REQUEST 


Made with Koppers Thylox Sulphur®—a special sul phur of Koppers Co., Inc. Sole licensee, Shulton, Inc. 


long-term sulphur therapy is indicated. 
Available in boxes of 3 cakes, 334 oz. 
each cake.* 


SHULTON, Inc. 
Clifton, New Jersey 
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DOCTOR! approve the 
C's 
Comfort, Cleanliness, 
Convenience 


at Bee Dozier's 3 Sanitariums for 


Aged, Chronic, Senile, Convalescent 
Patients. 


Michory Hill 
Maple Hill, Palatine 


Charming, healthful rural locations conveniently 
situated, 24 hour care by trained nurses and order- 
lies, tempting food and supervised diets all con- 
tribute to your patient's well-being or recovery. 
18 years of experience. 
ONE rate covers EVERYTHING. There 
are NO extras. ~ 


Bee Dozier invites your inspection. Write Box 
288, Lake Zurich, Ill., or Phone 466! 


e 
H, J. Carr, M.D., Staff Physician. 


Physicians’ 
Half-Price Rates 


4 years | $4.00 
3 years 325 
1 year 1.50 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn - Chicago 10, Illinois. 


BOOKS RECEIVED (Continued) 


in Charge, Medical Unit, Sefton General Hospital, 
Liverpool. Fifth Edition. 354 illustrations, of 
which 19 are in colour. The Williams and \\ilkins 
Company, 1952. $8.00. ; 

Mip-Century Psycutarry, An Overview. Ed: ed by 
Roy R. Grinker, M.D., Director of Institu'e for 
Psychosomatic and Psychiatric Research and rain- 
ing, Michael Reese Hospital, Chicago, Illinois. ( iarles 
C. Thomas, Publisher, Springfield, Illinois, — 1953, 
$5.50. 

Back Down THE Ripce. By W. L. White, aut or of 
“They Were Expendable”. The story of wha hap- 
pens to the men who get “clobbered” in Korea. 1953, 
$3.00. 

RECURRENT DISLOCATION OF THE SHOULDER. By ames 
A. Dickson, M.D., Alfred W. Humphries, M.! and 
Harry W. O'Dell, M.D. The Williams & \\ Ikins 
Company, Baltimore, Maryland. $4.50. 

ENCYCLOPEDIA OF ABERRATIONS. A Psychiatric | ‘and- 
book. Edited by Edward Podolsky, M.D., State 
University of New York Medical College. With a 
foreword by Alexandra Adler, M.D., New York 
University College of Medicine. Philosoy 
Library, New York. $10.00. 

History or ANESTHESIA, With Emphasis on the \urse 
Specialist. By Virginia S. Thatcher,  Evitor, 
American Association of Nurse Anesthetist Pullica- 
tions. 22 illustrations. J. B. Lippincott Company, 
Philadelphia, London, Montreal. 1953. $5.00. 

FUNCTIONAL DISORDERS OF THE Foor. Diagnosis and 
Treatment. By Frank D. Dickson, M.D., F.A.C.S, 
Clinical Professor of Surgery, University of Kansas 
School of Medicine; Orthopedic Surgeon, St. Luke's, 
Kansas City General, and Wheatley Hospitals, 
Kansas City, Missouri, and Providence Hospital, 
Kansas City, Kansas, and Rex L. Diveley, A.B. 
M.D., F.A.C.S., Assistant Professor Orthopedic 
Surgery, University of Kansas School of Medicine; 
Chief Orthopedic Consultant, Veterans Administra- 
tion, Washington, D. C.; Chief Orthopedic Surgeon, 
Kansas City General Hospital; Orthopedic Surgeon, 
St. Luke’s and Wheatley Hospitals, Kansas City, 
Missouri, and Providence Hospital, Kansas City, 
Kansas. 205 figure numbers. Third Edition. J. B. 
Lippincott Company, Philadelphia, London, Mon- 
treal. $6.75. 

HorMONAL AND NEUROGENIC CARDIOVASCULAR |)IS- 
oRDERS. Endocrine and Neuro-Endocrine Factors in 
Pathogenesis and Treatment. By Wilhelm Raab, 
M.D., F.A.C.P., F.A.C.S., F.C.C.P. Professor of 
Experimental Medicine and Head of Cardiovascular 
Research Unit, University of Vermont; Attending 
Physician, Bishop DeGoesbriand Hospital. Con- 
sulting Internist, Mary Fletcher Hospital, Burlington, 
Vermont, and Placid Memorial Hospital, Lake 
Placid, New York. The Williams & Wilkins Com- 
pany, Baltimore, 1953. $15.00. 

TREATMENT OF RESPIRATORY EMERGENCIES IN€LUDING 
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from the research laboratories of the world’s 


largest producer of antibiotics... 


ved by 
'e for 
rain- 
iarles 
1953, 


a new antibiotic 


or of 
hap- 
1953. 


% of special value 


brand of carbomycin 


ames 
and 
Ikins 


‘and- 
State 
ith a 
York 
hical 


Clinically active particularly against 
those infections caused by penicillin- 


urse 
resistant gram-positive pathogens — 
“ee staphylococci, streptococci, and ether 


any, 
enteric organisms. 


Cross-resistance with penicillin, 


and = 
streptomycin and the broad-spectrum 
a ood antibiotics has not been observed. 
als, Well tolerated. 
ital, 
B = Magnamycin is not inactivated by the 
‘dic gastric secretions. 
“ . Available in the most familiar, readily 
Ta- 
accepted dosage form—sugar coated tablets. 
on, “oh Ra. Recommended dosage—1.0 to 2.0 Gm. 
daily in divided doses. 
n- a 100 mg. tablets, bottles of 25 and 100 
in 
b, 
of 
ir Antibiotic Division CHAS. PFIZER & CO., INC. 
gz Brooklyn 6, N. Y. 
l- 
1, 
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CHICAGO'S FIRST 
Amputee Walking School 


maintained by a prosthetic manufacturer 


Pre-Prosthetic Training 
by registered Physical Therapist 


Correct Prosthesis Fitting 
by certified fitters 


Post-Prosthetic Training 
6 to 12 lessons 
under medical supervision 


Home gait-training services 
for special cases 


Also Arm Prosthesis Training 
Accommodations for out-of-town Patients 


For complete details phone or write 


AMERICAN LIMB, INC. 


1724-28 West Ogden Avenue 
Chicago 12, Ill. 


Phone MOnroe 6-2980 - Phone MOnroe 6-2981 


Mercy Hospital_ Institute 
of Radiation Therapy ~ 


The Henry Schmitz Medical Group 


For Appointment 
Victory 2-4700, Ext. 170 or RAndolph 6-4444 


Herbert E. Schmitz, M.D., Director 
Peter A. Nelson, M.D., General. Oncology 
Henry L. Schmitz, M.D., Internal Medicme 

Janet Towne, M.D., 
Robert L. Schmitz, M.D., General Surgery 
ohn F. Sheehan, M.D., Pathologist 
harles J. Smith, M.D., Gynecology 
. Charles S. Gilbert, M.D., Internal. Medtcine 
William F. Cernock, M.D., Internal 
Medicme 
Fred W. Eims, Physicist 
Miss Hilda Waterson, R.N. 
Helen Hansen, Social Service 


COMPLETE TUMOR THERAPY 
Including 
SUPERFICIAL X-RAY THERAPY 
DEEP X-RAY THERAPY up to 1,000 E.V. 
RADIUM THERAPY 
Daily Consultation at Institute 
Tumor Clinic—Mercy Free Dispensary— 
Tuesday at 9 a. m. 
Tumor Conference — J. B. Murphy Auditorium — 
Friday at 1 p. m. 


BOOKS RECEIVED (Continued) 


Buspar By Thomas C. Galloway, 
M.D., Professor Emeritus of Otolaryngology, North- 
western University Medical School, Attending 
Otolaryngologist, Evanston Hospital, Ev=nston, 
Illinois, Formerly, Attending Otolaryngologist, Cook 
County Hospital, Chicago, Illinois. Charies ¢ 
Thomas, Publisher, Springfield, Illinois. $3.00. 


How 10 Improve Your SicHt. Simple Daily Drills jn 
Relaxation. By Margaret Darst Corbett, Auth»rized 
Instructor of the Bates Method. Revised E ‘ition, 
Crown Publishers, Inc., New York. $1.50. 


Bepsipe D1aGNosis. By Charles Seward, \{.D, 
F.R.C.P. (Edin.) Honorary Physician, Royal |evon 
and Exeter Hospital; Consulting Physician, Pr:acess 
Elizabeth Orthopaedic Hospital, West of En:land 
Eye Infirmary and the Ministry of Pensions; Honey- 
man Gillespie Lecturer; Late Advisor in Medicine to 
Eastern Command, India; Deputy President, Review 
Medical Board, India. With a foreword by Sir 
Henry Cohen, M.D., F.R.C.P., Professor of Niedj- 
cine, University of Liverpool. Second Edition, 
E. & S. Livingstone, LTD. Edinburgh and London, 
1952. $3.50, 


By W. Ritchie Russell, C.B.E., \1.D. 
(Edin.) M.A., (Oxon), F.R.C.P. (Edin.), F.R.C.P. 


(Lond.) Consultant Neurologist to the United Ox-. 


ford Hospitals, Consultant Neurologist to the Army, 
Consultant Neurologist to the Ministry of Pensions, 
Clinical Lecturer in Neurology, University of Oxford, 
The Williams & Wilkins Company, Baltimore, Mary- 
land. $3.00. 


TEXTBOOK OF VIROLOGY for Students and Practitioners 
of Medicine. By A. J. Rhodes, M.D., F.R.CP., 
(Edin.) Research Associate, Connaught Medical Re- 
search Laboratories, and Professor of Virus Infec- 
tions, School of Hygiene, University of Toronto; 
Virologist, Hospital for Sick Children, Toronto, and 
C. E. vanRooyen, M.D., D.Sc., (Edin.), M.R.C.P. 
(Lond.) Research Member, Connaught Medical Re- 
search Laboratories, and Professor of Virus Infec- 
tions, School of Hygiene, University of Toronto; 
Second Edition. The Williams and Wilkins Com- 
pany, 1953. $8.00. 


FUNDAMENTALS OF CLINICAL CANCER, With Emphasis 
on Early Diagnosis and Treatment. By Leonard B. 
Goldman, M.D., Clinical Professor of Radiotherapy, 
New York Medical College, Flower and Fifth Avenue 
Hospitals; Chairman, Tumor Conference and Di- 
rector. Radiation Therapy Department, Queens 
General Hospital; Consultant Radiation Therapist, 
Flushing, Rockaway Beach and Triboro Hospita's, 
New York City. Grune & Stratton, New York, Pub- 
lishers. 1953. $8.75. 
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a threefold action is provided jie 


Trasentine-Phenobarbita 


(Adiphenine Ciba) 


1. Phenobarbital provides sedation and eases tension 
without the greater hypnotic effect of more potent 
barbiturates. 


2. Trasentine relieves gastrointestinal pain by exert- 
ing a direct local anesthetic effect on the mucosa. 


3. Trasentine relaxes spasm through a papaverine- 
like effect on smooth muscle and an atropine-like effect 
on the parasympathetic nerve endings. 


Prescribe Trasentine-Phenobarbital for nervous ten- 
sion and gastrointestinal disorders in which psycho- 
somatic factors are dominant. Each tablet contains 50 
mg. Trasentine hydrochloride and 20 mg. phenobar- 
bital. Bottles of 100 and 500. 


Ciba 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 
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COSTEFF SANITARIUM 
Mental and Nervous Disorders 
Alcoholism and Drug Addiction 


® SHOCK TREATMENT (Insulin, Metrazol 
Electro-shock) administered in suitable 


cases 

® ARTIFICIAL FEVER THERAPY 
Home like environment, individual! 
attention. MODERATE RATES. 


Licensed by the State of Illinois 
HARRY COSTEFF, Medical Director 


1109 NO. “MADISON "AVE, PEORIA, ILL. 


Phone 4-0156 tiation on request. 


PAINT ON 
FINGERTIPS 


USE THUM IN ‘STUBBORN. $7.20 
THUMB-SUCKING CASES TOO... 


LOWER ABDOMINAL PAIN 

Pain is a symptom which is common to all 
systems of the body. The genital tract is, of 
course, no exception in this respect. Pain is 
the most common complaint given to the gyne- 
cologist as a reason for an examination. Un- 
fortunately, it is too often customary to regard 
all feminine pain located anatomically between 
the umbilicus and the perineum as originating 
in the ‘generative apparatus, especially if it is 
associated with or exaggerated by menstruation. 
It matters little if the pelvic organs are found to 
be normal for the idea is firmly fixed that pelvic 
pain is genital, always. There is an unfortunate 
tendency at times to invent pelvic pathology 
such as cystic ovary, or even a displaced uterus 
in order to fit the patient’s symptoms. Tra de- 
sire to relieve pelvic pain, many operations are 
done in the name of gynecology...W. F. Mengert 
stated in a report given in 1949 that 75 per cent 
of 1,320 ovaries removed during a five year 
period in a local hospital were histologically 
normal or contained only follicular or corpus 
luteum cysts. Norman F. Miller, in a paper 


entitled “Hysterectomy, a Therapeutic Nece sity 
or Surgical Racket,” found that in 22 per ent 
of the cases, the main symptom and often th: on- 
ly one, was lower abdominal pain. C. Go: don 
Johnson, M.D., The Gynecologist evaluates J. ow- 
er Abdominal Pain. New Orleans M. and s-J., 


April 1952. 


THE ORIGIN OF A BONE BANK 


In February, 1951, the Birmingham Baptist 
Hospital installed a top opening deep freeze unit 
that maintained a constant inside temperature 
of minus ten to minus thirty degrees centigrade. 
Shortly thereafter we obtained a lower extremity 
of a healthy 41 year old white male immediately 
following amputation just distal to the hip. 
Soft tissues were removed under aseptic technic. 
The bone was sectioned into strips approximately 
three-fourths of an inch wide, and four to eight 
inches long, including the attached marrow. 


Bits of each section were submitted for culture 
in sterile, stoppered, glass tubes. 
separately placed 


The strips were 


in autoclaved, dry, screw 


Central X-Ray & Clinical 
Laboratory 


Complete Medical X-Ray & Laboratory 
Service. 


Radium and Deep X-Ray Therapy. 


111 N. Wabash Ave. 
Chicago 2 
F. F. SCHWARTZ, D.D.S., MD. 
N. RUDNER, M.D., D.A.B.R. 
M. H, NATHAN, M.D., D.A.B.R. 


For 
NERVOUS and MENTAL 
DISEASES 


* 


Edward Ross, M.D., Medical Director 
BATAVIA PHONE 
ILLINOIS BATAVIA 1520 
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Established 1901 
Licensed by State of Illinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 

WINNETKA, ILLINOIs 
NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE RATES 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


Fully Approved by the 


American College of Surgeons 


Winnetka 6-0211 


capp |, glass jars and stored in the freeze unit. 
Mos’ of the bits of bone cultured for a minimum 
of ‘our days on thioglycollate media showed 
no | cterial growth. Then, corresponding jars 
were .abeled: “Ready for Use.” 

© + use of such stored frozen bone started on 
Apr 17, 1951. The recipient was a 42 year 
old -hile male with 13 day old fractures of the 
mid: le third of the right ulna and radius in 
mal osition. After open freshening of the frag- 
me ends and reduction, strips of tibial cortex 
wer: onlaid across the fracture lines and attached 
to «ach fragment with metal screws. No un- 
usual reaction followed, and he was sent home 
on the fourth postoperative day. The next 11 
cases were spine grafts between May 22 and 
July 17 to correct instability following ruptured 
disk removal, or investigation of disk and nerve 
root status of the fifth and sometimes in addi- 
tion, the fourth lumbar vertebra. “Clothes pin” 
or “H” type grafts were used to stabilize the 
unstable vertebrae and to reduce the exaggerated 
lumbar lordosis. Nine months after, 10 of 
those 11 are following their usual occupation 


without pain and their roentgenograms indicate 
fusion. S. Ralph Terhune, M.D. and Paul W. 
Shannon, M.D., Personal Experience in The 
Use Of Bone Bank Bone. J.M.A. Alabama, 
Sept. 1952. 


A REAL ENDORSEMENT 

All students are, of course, eager to acquire 
a big practice. I hope that all of you will 
attain this goal. However, it will not be many 
years before you are aware of the fact that 
mere numbers of patients do not bring the entire 
satisfaction to a doctor that he has hoped. To 
be the doctor of many patients is certainly a 
feeling of trust; to be the doctor of important 
citizens of the community is a very reassuring 
endorsement of your ego and with it the hopes 
for larger practice; but to be the physician of 
the nurses and doctors with whom you work 
and to care for their families is an inner satis- 
faction of professional competence unequalled 
by money, acclaim, or other honor. Dean 
Harold Leuth, This Business of Being a Doctor. 
South Dakota J. Med. & Pharm., Sept. 1952. 


2828 S. PRAIRIE AVE. 
CHICAGO 16 


Phone CAlumet 5-4588 
Registered with the American Medical Association, 


MENTAL and NERVOUS DISORDERS 


featuring all recognized forms of therapy including — 


ELECTRONARCOSIS 


NEWEST TREATMENTS FOR ALCOHOLISM 


FOR THE DIAGNOSIS AND TREATMENT OF 


ELECTRIC SHOCK 
HYPERPYREXIA 
INSULIN 


J. DENNIS FREUND, M.D. 
Medical Director and Superintendent 


For May, 1953 
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Distributors to the profession 
of fine 
Injectable Vitamins and Endocrines 


Interstate Pharmacal Company 


P. O. Box 252 Beloit Wis. 
MAIL ORDERS SHIPPED IMMEDIATELY 


Hy wihele Incorporated 


is now open as a nursing home to care 
for mentally retarded and physically 
handicapped infants and children 
quiring institutional care. Ages ac- 
cepted: one month up to three years. 
Under supervision of physicians and 
registered nurses. State licensed. 


For rates or Information, write or phone 
Hazel Erickson, Director, Lyndale Hom::, 
Lake Zurich, lll. Phone 4544, 


MILLIONS OF BEWILDERED HUMANS 


In America we are having powerful social 
repercussions to the Atomic Age. The greatest 
effects of this social repercussion are upon our 
young people. Because of the necessity of the 
draft and of almost universal military service, our 
young men can no longer make definite or specific 
plans for their own lives. Education may be 
interrupted or postponed, careers may be changed 
or eliminated, and marriage with a home ‘and 
family’ and a normal settled life, may be made 
more difficult or impossible. In addition, there 
is the threat of death or disability on the field 
of battle. The young women of our country 
are affected directly by the predicament of the 
young men. ‘They must wait to marry, or 
marry and wait for their men to return to them. 
In wartime, and to some extent today, there has 
been much doubling up of families. The 
housing shortage, or other reasons, have made 
it expeditious for the wives and children of 
service men to live with their own or their hus- 
band’s parents, with many resultant conflicts 
and maladjustments of one kind or another. 
All of these conditions induce a sense of futility 
and hoplessness, and a feeling of confusion and 


deep resentment in the minds of many o° our 
younger generation. William Howard Henvstler, 
M.D., Psychiatric Implications of the A’‘omic 
Age. Minnesota Med. May 1952. 


AT THE TURN OF THE CENTURY 

In those early days (1900) we were poorly 
equipped compared with the young doctors of 
today. In addition we had to contend with 
unsanitary conditions, ignorance, faith dociors, 
quacks and even some witchery. We had to 
educate, plead, and argue and if it had heen 
fashionable in those days, we might have cursed 
in defense of the principles we believed to be 
right. There were many ignorant doctors 
scattered over the state, practicing legally with- 
out ever having attended a medical school. There 
was a time when all they had to do was register 
with their county clerks as a doctor of medicine 
and go to practicing. Under such circum- 
stances, we had a great work to do and we have 
come along way. Just from my own experience 
and knowledge, I think it appropriate to desig- 
nate the last few years of the last century and 
the first decade of this as an era of purgation and 
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ThNORBURY SANATORIUM 


JACKSONVILLE, ILLINOIS INCORPORATED and LICENSED 
For the Treatment of Nervous and Mental Disorders 
FRANK GARM NORBURY, M.D., Medical Director 


SAMUEL N. CLARK, M.D., Physician 
HENRY A. DOLLEAR, M.D., Superintendent 


THE NORBURY SANATORIUM, Jacksonville, Illinois 
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part i] starvation in the treatment of disease. 

The predominant idea was to give a strong 

pur itive in the beginning of almost every ill- a . 

nes: regardless of age. The most popular THE: 
dru s for this purpose were calomel, castor oil, 
and Epsom salts. Usually calomel was given 
the ‘irst day, followed next morning by castor 
oil r salts; then through the course of the dis- - 
eas’ some kind of pill was given such as cascara es PROFESSIONAL PROTECTION 
con p. and/or comp. cathartic pill, containing EXCLUSIVELY 

calomel. Great emphasis was laid on keep- SINCE 1899 

ing the bowels open. J. T. Moore, Sr., M.D., : 

Brief Review of Therapeutic Measures During 

the Last 53 Years. J. Tennessee M. A., Nov. 
1952. 


MEDICAL PEOTECTIVE 


oth the medical student and the nurse in training 
must be made to appreciate that tuberculosis work is 
an interesting and worthy vocation. Too many general : CHICAGO Office: 
hospitals still refuse, or are reluctant to provide, facili- Das wi J. i= Land 
ties for the modern treatment of tuberculous patients, nana ‘Marshal Field Annex ex Building 
so that both student and nurse receive only a hazy and : Lennesanmeimenapat 
remote impression of the subject. This impression can ; ra (SPRINGFIELD Oe 
easily develop inte the idea that one only does tuber- Telephone Rochester 5611 
culosis work as a last resort. Frederick Heaf, Edi- 


torial, The Lancet, November 3, 1951. 


ELIXIR BROMAURATE 


IS A UNIQUE REMEDY OF UNIQUE MERIT 
e 
whooping Cuts short the period of illness and relieves the distressing spasmodic 
; cough. Also valuable in Bronchitis and Bronchial Asthma. 
cough 
. In four-ounce original bottles. A teaspoonful every 3 to 4 hours. 
ee Prescribed by Thousands of Doctors 


GOLD PHARMACAL CO. NEW YORK CITY 
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Whenever antihistaminic therapy is needed 
to prevent or relieve allergic symptoms, pre- 
scription of BENADRYL (diphenhydramine 
hydrochloride, Parke-Davis) has become a 
customary procedure in the daily practice of 
many physicians. Because relief is rapidly 
obtained and gratifyingly prolonged, many 
thousands of patients have been spared the 
usual discomforts of hay fever, vasomotor 
rhinitis, acute and chronic urticaria, angio- 
neurotic edema, pruritic dermatoses, contact 
dermatitis, serum sickness, food allergy, and 
sensitization to penicillin and other drugs. 


BENADRYL Hydrochloride is available 
in a variety of forms— including Kap- 
seals,® 50 mg. each; Capsules, 25 mg. 
each; Elixir, 10 mg. per teaspoonful; 
and Steri-Vials,® 10 mg. per cc. for 
parenteral therapy. 
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operations, all in 


Write Box 204, Ml “Med, dL, 


INTUSSUSCEPTION 

The symptoms and physical findings of acute 
intussussception in adults are often vague and 
frequently result in abdominal exploration with- 
out a definite diagnosis. Ferrer, in discussing 
intussusception in children and adults, states 
that the four cardinal signs and symptoms in 


intussusception are cramping abdomina) pain, 
blood in the stools, vomiting, and an abdominal 
mass felt either by rectum or by abdominal ex- 
amination, He states that these four cardinal 
principles are true in adults as in infants but 
this is at variance with other reports, The 
symptoms in adults vary markedly but some de- 


gree of obstruction, either acute or chronic or 


recurring, is usually present. Cases have been 


reported when none of thesé symptoms was 
present and where intussusception wi inciden- 


tally found at operation. John 7’. Ells, M_D.. 


and S. W. Windham, M.D., Acute Intussuscep- 


tion in Adults Caused by Tipoma of the Ileum. 
Alabama, Sept, 1952. 


To help alleviate the shortage of tuberculosis beds, 
consideration should be given to including beds for 


tuberculosis patients in general hospitals. Past experi- 
ence has shown this to be a highly desirable practice. 


Division of Hospital Facilities, Public Health Reports, 


July, 1952. 


Tuberculosis among diabetics is a special, serious, 
and integral part of the whole problem of eradicating 
tuberculosis, The importance of early isolation of the 
patient with positive sputum should be stressed, as well 
aS prompt and of appropriate 


therapy. Reeducating the patient so that he will prac- 
ce good liwing habits will do much to prevent future 


relapses. David A. Cooper, M.D, and Katharine 


Bouctot, M.D., The Am, J. of Nursing, Nov., 1952. 


THE QUESTIONABLE CASE OF 


SYPHILIS 
At the present time, the ease with whieh 


syphilis may be treated by penicillin and the 
relative innocuousness of such treatment hag 
led to great carelessness in the proper evaluation 
of the positive blood test. I shudder at the 
flippancy with which doctors justify their coungg 
of action in the face of positive blood te:+s of 
unknown significance. Their reasoning so oftey 
follows a line I have heard expressed to me 
verbally, “Maybe the positive blood tests dv nog 
mean syphilis, but I don’t know; and g:ving 
some penicillin isn’t going to hurt the patient, 
So I am going to treat them.” Such nak 
practice seems a simple answer but the ex erie 
enced physician will agree when I warn con 
cerning the far reaching serious consequences 
of making a diagnosis of syphilis. Granted, 
in many there is no mental trauma but the «on 
sultant who has interest in syphilis can cite 
example upon example in which the diagnosis 
of syphilis has left a mental scar which cannot 
be eradicated either by the passage of years or 
by the repeated reassurance of physician alter 
physician. |The embarrassment and guilt, and 
the phobia of possible late manifestations of 
syphilis, so frequently discussed in the lay press 
and magazines, are so impressive that many 
patients can never shake themselves loose from 
fear. After repeated negative spinal iuid 
examinations, some of these patients still go from 
doctor to doctor hegging for “just one more” 


lumbar puncture in order to be reassured that 


no disease ig present in the nervous system 
R. H. Kampmeier, M.D., Interpretation of the 


& S.J. Sept. 1952. 


SPECIAL DIET 


The term “special diet” is unfortunate termi- 
nology which is not compatible with modern 
diet therapy. All patients are “special”? and 
should have individualized attention, Thera- 
peutic or modified diets should be patterned as 
closely as possible to routine diets for better’ 
patient satisiaction, for psychological reasons, 
and for teaching the patient. The discharged 
patient should be able to modify his diet from 
the family dietary. Lucille M. Refshauge, 
Hartford (Conn.) Hospital, quoted in Hospital, 
Oct. 1952. 
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